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Christmas Joy 


CHRISTMAS brings us back to the realities of life! Throughout the year we may find 
ourselves so immersed in daily work and anxiety concerning the duties of our station, be 
those duties large or trifling, that we find relatively little time for the consideration of 
those basic facts of human life, without which life cannot but lose its significance. Christ- 
mas reminds us that joy and happiness, based upon humility and obedience, upon content- 
ment and love, is, and must be, the lot of all of us. The Catholic hospital, since its ministry 
is to be directed to the poor and suffering, must essentially be a house of comfort and joy. 
If nowhere else in the world, then surely in a Catholic hospital true comfort and joy 
must dwell. 

The thought has been so often stressed and yet it must be ever new in its emphasis as 
each recurring moment of pain comes to a human being, that there is a profound meaning 
to all suffering and to all privation and that meaning is not sorrow, but triumph and joy 
through sorrow. To bring this lesson to each guest in every Catholic hospital, each purpose 
and practice, each policy and person must co-operate and upon this lesson they must all 
converge. The purpose of the hospital contains essentially a message of joy. The Catholic 
hospital practice is the exercise of a ministration that must bring joy. The policies of the 
institution are intended to relieve the impediments to joy. And the personnel of the 
hospital? One cannot but think first of all of the Sisters whose lives, based as they are upon 
poverty, self-abnegation, obedience, and love, as were the events of the first Christmas 
day, must also let those events culminate in the song of heavenly joy that rang with a 
note of everlasting triumph over the hills of Bethlehem and re-echoed ever since through- 
out a joy-needing world. 

Our quest for joy is all too often a mistaken one. We seek it through the avenues of 
liberty, and often of license; of possession, and often of ill-acquired wealth; of power, and 
all too often of domination; of position, and all too often of overbearing pride. The trage- 
dies of human life have disproved every theory that through such means the human heart 
can ever achieve, lastingly and with satisfaction, that for which it most craves, and yet 
each one of us must try the experiment anew. We will not learn the deepest of all lessons 
of human history, the lesson which Augustine, after having drained the full cup of such 
wealth and power and greatness and liberty as the world could hold to his lips, expressed, 
“Our hearts cannot be at rest until they rest in Thee.” For all of this restlessness and 
craving, for all of this pining and yearning after peace and joy, the tiny upraised hand of 
blessing of the Infant Christ is the convincing answer. His smile is the assurance that in 
littleness is true greatness; in poverty is true wealth; in weakness is true power; in self- 
surrender is true love; and it is only when true wealth and true power and true greatness 
and true love are ours that the human heart can find that joy which is the object of 
its yearning. 

Such is the reality to which Christmas again directs our thoughts. Such, too, is the 
reality to which every patient in our hospital must be helped to turn if the Catholic hos- 
pital is to fulfill in its truest sense its mission of mercy and joy. Such, finally, is the reality 
to which Christmas must direct the thoughts and aspirations of every Sister in our Catholic 
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institutions and of everyone who contributes toward the fulfillment of the hospital’s 
sublime function. 

The Executive Board of the Catholic Hospital Association, and its President, extend to 
all the Sisters and Doctors and helpers, to all the patients of our institutions, their sincer- 
est good wishes for a most happy and truly joyful Christmas day. May the Christ Child 
bring to each of these persons the richest abundance of His Christmas graces, so that an 
exultant joy may prove its power in effecting those miracles of service which the world 
of today needs to give it peace. Today, if ever, the Christ Child must be a center of thought, 
of love, and of all human interest. That He must be for us also who, in our institutions, 
labor for those same purposes for which He came to Bethlehem’s manger. His hand and 
heart will shed His blessings upon each of our institutions and upon all who labor and 












suffer therein. 


Alphonse M. Schwitalla, S.J. 


Religion in the Curriculum of the School 
of Nursing—A Round-Table Discussion 


I. Introductory Statement 


great need 
schools of 
great lack 


WE ARE agreed, I think, that there is a 
for organized courses of religion in our 
nursing. At the present time there exists a 
of religious principles in civil, social, and political 
matters. We are endeavoring in our schools to mold 
characters, to develop immature students into capable, 
efficient, honorable, valiant, and_ religious-minded 
nurses with characters strong enough to resist the 
many temptations which literally fill their pathway 
and to look after the spiritual needs of their patients 
as well as their own. Hence, it may be mentioned at 
the outset, that there never was an age in the history 
of nursing when a course in religion and morals was so 
necessary as it is today. 

The young girls who come to our schools of nursing 
have experiences of life that would have startled earlier 
generations. Many of them have little or no religious 
or moral principles, some of them are non-Catholics, 
and while the majority of them are graduates from 
Catholic high schools, their knowledge of religion in 
many cases is very superficial. Let me cite an instance 
that occurred in our school last year. To discover the 
needs of our class of students, our instructor in re- 
ligion, who is our chaplain, made out a series of ques- 
tions to be given in class. One of the questions was: 
“Explain what you mean by the Incarnation.” Only 
five of the thirty-seven students were able to answer 
the question. Another question was: ‘May Catholics 


read the Bible?” Many answered “No.” Let it be borne 
in mind that half this class were graduates from 
Catholic high schools throughout the state. It is not 
my intention to cast any reflection on Catholic high 
schools or on their instructors. I merely wish to bring 
out the fact that a Catholic high-school training does 
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not relieve the Catholic school of nursing from the 
necessity of organizing a thorough course in religious 
training. High-school students are probably too over- 
burdened with other branches of study to achieve more 
than they are doing in religion, or else most pupils 
are too immature to grasp a true fundamental knowl- 
edge of facts. It would be perhaps truer to say that 
the youth of today live in such a whirlwind of excite- 
ment and distraction that the truths of religion have 
failed to impress them with their real significance. 
When we stop to consider the course of religion that 
would be most practical and effective in nursing, we 
must keep in mind the special need of religion in the 
field of nursing. There is certainly no field in which 
special religious and moral training is more necessary. 
If we cannot turn out graduate nurses who will be able 
to cope with particular social conditions of the present 
day; if our nurses are going to look upon their call- 
ing simply as a means of earning a livelihood, and are 
going to go about their work as a kind of drudgery 
there is no use in our maintaining Catholic schools of 
nursing; for the very purpose of the existence of our 
schools is to turn out nurses of a distinctive character ; 
and this character they must derive from the teaching 
of religion. Secular schools of nursing can give them 
everything, and in some cases more than we can give 
them, except that particular stamp that comes from 
moral and religious training. It is this training that 
must give our nurses a philosophy of life that will not 
only enable them to live in view of their own high 
destiny, but also enable them to give to others all that 
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is expected from a graduate of a Catholic school of 
nursing. 

We hear much discussion today about teaching 
nurses to meet community needs. Whenever I hear 
this statement, it brings to my mind this question: 
“Are we, as representatives of the Catholic Church, 
really teaching our nurses to meet the needs of the 
community from the Catholic viewpoint ?” 

We dwell on the sacraments, sometimes for many 
hours. Much time is given, and rightly so, to the stress- 
ing of such sacraments as Baptism, Penance, etc., but 
do we not pass over the Sacrament of Matrimony very 
lightly, as though it were something very foreign to 
us, something not to be talked about? I realize that 
this subject is included in the course of sociology, but 
would it not make a stronger appeal to our students 
to give a more thorough explanation of the dignity of 
this sacrament in our religious conferences? Would 
doing so, not help to thwart some of our mixed mar- 
riages, which are so common today? Might it not pre- 
vent some of the divorces, the idea of which is too 
common, even among Catholics? How much good a 
nurse, imbued with the Catholic viewpoint of the 
sacraments, could effect in her community ? 

I do not mean to say that we can work miracles of 
transformation by the religious training the courses 
in our schools are able to offer, but there are things 
it must do for our nurses. It must teach them, first of 
all, that the care of their own soul must be their high- 
est concern. The nurse must be persuaded that the 
health of the body, her own body, as well as that of 
her patient, is not the sole and unique consideration 
in the world. Plato reminded us, if the head and body 
are to be well you must begin by curing the soul. The 
nurse must learn that it does not make any real differ- 
ence whether one is sick or well if health is used to 
work against the interests of God in the soul; that 
pain is not the greatest evil in life, that painlessness 
in any department of life is not its greatest blessing ; 
that God has taught us by the life of His Son the 
great importance of pain in the economy of life. In a 
word, the nurses must realize that pain is the great 
antidote of sin and its consequences; that it is a pro- 
tection and a purification. There was never an age in 
which the value of pain and pleasure was so badly 
understood as today, when glorification of the flesh 
and the forgetfulness of all spiritual values is dominat- 
ing the world. 

The nature of the work of nursing is such that the 
Catholic nurse must be penetrated by the idea of utter 
unselfishness and self-sacrifice for others. The essen- 
tial virtues of her calling are charity and generous 
abnegation of self. Where will she learn the lesson of 
charity if not at the school of Him who gave us the 
parable of the Good Samaritan? Her course must give 
her a true understanding of human nature, not only 
from a scientific point of view, but a supernatural com- 
prehension of the human heart, with all its weaknesses, 
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temptations, and dangers. She must direct its yearn- 
ings for the higher and nobler things; and she must 
with loving zeal cater to the poor frail body that she 
is called upon to care for — the envelope of the soul — 
the Temple of the Holy Ghost. She will thus be better 
able to meet the dangers the position of the nurse 
offers through familiarity and intimacy. The super- 
natural element must be stressed in every lesson the 
course of instruction offers, so that the nurse will be 
able to see a spiritual analogy in everything pertain- 
ing to the health of the body. Seeing germicides and 
antiseptics used to prevent infection of the body she 
should remember that they may be regarded as sym- 
bols and images of the helps the Church offers through 
prayer, her sacraments and sacramentals for the pro- 
tection of the soul against the infection and contami- 
nation of sin. The sense of the frailty of the body and 
the many dangers of which it is the victim through 
disease and accident ; the changes it is continually un- 
dergoing as a result of age and suffering should cause 
dismay that so many poor creatures should risk, for 
the sake of giving it a little short-lived pleasure, the 
salvation of their immortal soul, and barter their 
eternal happiness for a thing of clay, whose beauty, 
be it ever so ravishing, is effaced by a few days’ sick- 
ness. 

Besides these and many other similar truths with 
which our nurses should be penetrated as a result of 
their course of religious and moral training, they 
should be taught how to find strength and support in 
religion against the dangers and temptations of their 
calling: not only against those moral dangers at which 
I have already hinted, but the dangers they will meet 
in hours of recreation, when as a kind of compensa- 
tion for the strain they find in their work, they may 
throw aside restraint and seek enjoyment in harmful 
pleasures. They should be taught how to find courage 
in the difficulties and the frequent drabness of their 
work by the principles they have studied. If religious 
conviction means anything at all it means strength in 
weakness, confidence and hope in hours of doubt, dis- 
appointment, and discouragement. These hours come 
to everyone soon or later, and the surrender of the soul 
to the body is their fatal result when religious convic- 
tion and the helps it offers are lacking. 

One of the great sources of strength and comfort in 
the daily trials of life is found in wholesome reading. 
This is real soul food for the nurse. But if she has not 
had the importance of this wholesome reading im- 
pressed upon her she will treat her soul to little beyond 
the sensational news sheet or the thrilling novel. Is it 
any wonder with such food, ennui and boredom should 
be produced rather than cured? If we sicken ourselves 
with dessert and sweetmeats before we touch solid 
food, we shall find that we have small appetite for the 
latter. The course that we have undertaken to discuss 
should include the creation of a taste for wholesome 
reading by stressing its importance as a source of 
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strength, serenity, and joy as well as a means for im- 
proving one’s mind, and adding interest and pleasure 
to work and leisure hours. 

Religious and moral teaching must not only serve 
to enlighten the mind, it must serve also to form the 
heart and will. It must enter into the external prac- 
tices of daily life and be the motive power of external 
acts of charity, kindness, patience, and unselfishness. 
Students must be made to take themselves to task in 
the particular circumstances in which they fail in these 
virtues; and the Sister in charge should make it a 
duty to discreetly call the attention of students to the 
religious motives that should have forestalled these 
failures. The religious instruction received in the class- 
room must be more than intellectual enlightenment. 
It must produce first of all reflection. But this would 
be sterile were it not translated into acts; acts beget 
habits and habits in the course of time beget char- 
acter. And the development of character is the ultimate 
goal of all educational study. 

I have touched only in a superficial manner on the 
important benefits a course in religious and moral 
training should produce in our student nurses; I have 
not mentioned nearly all of the benefits it may pro- 
duce. But that they may reap these benefits for them- 
selves and others as well as for the Mystical Body of 
the Church at large, we have to find the best ways and 
means of imparting this course. 

To begin with, what importance do we attach to 
the subject of religion in our curriculum? Are the 
students made to feel that it is as important as any 
of the other branches taught, and that their atten- 
tion at the religious conference will be tested by 
examination as in the other subjects? That their 
failure to pass this examination will be dealt with 
in the same way as if they had failed to pass their 
examinations in anatomy, materia medica, or any of 
the other prescribed studies? What time of the day is 
assigned to religious instruction? Is it given as an 
extra course in the evening, when the students are too 
fatigued to give the required attention? Then the 
choice of instructors, their qualifications as to per- 
sonality, methods and training, the division of the 
subject matter and the branches it would include are 
all important topics of discussion. 

I repeat, that there was never a time when we needed 
more urgently to bring religion and morality into the 
field of nursing. But the methods we formerly em- 
ployed are not sufficient for the needs of the day. New 
problems and conditions in private, domestic, and so- 
cial life call for new programs and new methods of 
dealing with them. It is ours to find out by compar- 
ing experiences and formulating new plans how to 
solve these new problems and meet these modern con- 
ditions of life. Much progress has been made in meet- 
ing them, much still remains to be made, many of 
our actual plans and programs are only tentative, for 
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we are yet groping in the dark in regard to many 
questions. It is hard to tell, for instance to what ex- 
tent we must exercise reserve or how explicit we must 
be in dealing with certain questions. Excess in either 
case might be harmful. The Sisters who are in any 
way charged in educating our nurses know the prob- 
lem morality offers. They know how important it is 
to nursing that the problem should be properly and 
clearly dealt with so that the nurse will not be em- 
barrassed when questions of morality are presented 
to her for advice. They must be able to give reasons 
for the answers they give, and in these they must have 
no doubts. Loose ideals as to morality and principles 
of religion are abroad today. Only the Catholic nurse 
has an unwavering opinion in these questions. She 
cannot always force people to think as she does in 
the matter, but her principles must save her from hav- 
ing her ideas changed by those to whom she has to 
listen. 

The giving of the religious conference in the class- 
room, does not constitute the entire religious training 
of the student. The atmosphere of religion must per- 
vade every department in which the nurse is engaged. 
What agencies must be put into action to insure this? 
What obligations have the Sisters in charge of the 
different departments in view of the need to make 
religion dominate the life of a nurse? The priest or 
Sister who gives the course cannot follow the nurses 
through their daily routine. Some means must be es- 
tablished for varifying and comparing notes among 
those in charge if religion is to permeate the routine 
life of the students. Something must be done to con- 
trol the manner in which the recreation hours are 
spent, in which religious exercises are carried out; 
some influence must be exercised over the nurses’ read- 
ing. The question of maintaining a well-equipped li- 
brary for the use of the nurses is in order here. 

The secular school of nursing considers the health 
and sanitation of the body as of prime importance; 
morality and religion is but secondary. The Catholic 
school of nursing, while paying due attention to the 
physical aspect of its work, must not, cannot, give 
religion and morality anything but first consideration, 
otherwise it has no reason for its existence. We have 
serious problems to meet and solve today if we are 
to do our whole duty toward the classes of nurses 
who graduate yearly from our schools of nursing. The 
work they are called upon to do for society, for the 
Church, and for souls is not behind that of our teach- 
ers and it is ours to make them worthy of their calling. 

The product of our schools of nursing should be the 
type of person described by our Holy Father in His 
Encyclical on Christian Education: “The Supernatural 
man, who thinks, judges, and acts constantly and 
consistently in accordance with right reason, illumined 
by the supernatural light of the teaching and example 
of Christ.” 




















_ II. The Religion Course in a Catholic 


School of Nursing 


I. Orientation and Importance 

A DISCUSSION of the religion course in the cur- 
riculum of a Catholic school of nursing will naturally 
begin by way of orientation with the importance of 
the subject; it will pass then to an honest considera- 
tion of the problem that presents itself from the ad- 
ministrative and from the teacher’s point of view; 
and, attempting to offer a solution by a proper choice 
of subjects and their arrangement in courses, will ar- 
rive in conclusion at a workable plan not indeed with- 
out a few remaining difficulties to be solved in indi- 
vidual cases. 

A young woman does not enter a nursing school 
to learn religion. Still, I suppose, the Catholic school 
must consider itself under obligation to consider the 
subject of religion as the most fundamental thing 
to be studied. All will admit its basic value and neces- 
sity in training the nurse not only to maintain her 
own spiritual life in difficult surroundings but also 
with a view to the good that she is expected to accom- 
plish for others. Her contacts as a nurse are unique. 
Her influence for good — or for evil —is great, rank- 
ing next in its far-reaching effects only after that of 
priest, of religious, of doctor. A great many of the 
body ailments of today are due to “soul-sickness.” 
And the good which the nurse will be able to do is 
determined decidedly, is measured in fact, by the 
example of her own life and by a practical and 
thorough knowledge of Catholicism. 

At the completion of her course even, as a matter 
of fact, in the period of training, she, more so than 
many professional people, will have to brush shoulders 
with all types of religious and irreligious characters. 
She will meet whzt we may style the “modern mind” 
in the person of the atheist (possibly an intern who 
has lost his perspective in the course of his studies). 
In passing comment, he calmly denies the existence of 
a Supreme Being. More often will she be forced to 
listen to the agnostic, who, realizing that atheism is 
but a foolish and irrational rejection of evidence, takes 
refuge in his attempted escape from moral obligation 
in the contention that his own mind can know nothing 
about a Supreme Being. There will be, perhaps, the 
Communist with his fundamental assumption of, “No 
God, no soul”; with his policies of “class hatred and 
class warfare” as means for the establishing of a 
Utopian “dictatorship of the proletariat.” Most fre- 
quently will she come in contact with the pleasure- 
seeking Hedonist — and this even among Catholics — 
and unless forearmed, will be attracted to a philosophy 
of life that rejects or minimizes self-denial. And then 
finally her work will lie largely with the ordinary 
Protestant, and with the Catholic both fervent and 
otherwise. Hence, the importance of outstanding 
example and intelligent knowledge of religion. 
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Before leaving this phase of the subject and urging 
that religion be given adequate ranking in the time 
schedule of the school curriculum, attention must be 
called to its bearing on the student and graduate 
nurse’s own spiritual welfare. After all, only one thing 
is necessary —even for the nurse in training — the 
salvation of her immortal soul. Consequently there is 
need of deep convictions regarding faith and morality. 
The dangers to her spiritual vitality, the possible loss 
of “moral tone’’—these need no comment. A iife 
of service for others, if it is to remain true service 
and if its pitfalls are to be avoided, presupposes 
character and ideals. 


Il. The Problem 

The problem regarding religion courses in the school 
of nursing may be briefly summarized. From the ad- 
ministrative viewpoint there is the difficulty of balance 
and adjustment in an already crowded schedule. This 
can, I believe—I hope at least 
importance of religion as stressed above, be taken 
care of somewhat according to the plan that follows. 
The teacher’s problem is, and let me suggest here 
that the teacher should by all means be an experi- 
enced priest, his own problem. It will be first of all 
to arouse interest at the very beginning of first year, 
meeting the twofold objection: “I know enough about 
my religion!” and pressure from other professional 
and secondly — more difficult — to strike the 


considering the 


courses ; 
mean in the presentation of matter so as to elicit 
a response simultaneously from two extreme types of 
student enrolled in his class: those who have com- 
pleted twelve years of religious training in Catholic 
schools, and those who have never attended a Cath- 
olic school. This difficulty, too, I am convinced will 
vanish or be minimized by an arrangement of courses 
such as is proposed. 


Ill. The Field 
The plan resolves itself into the arrangement of 

matter into five courses, two in first year, one in 
second, and two in third. The courses are: 
Religion and Leadership, 2 hours, first ) 

semester [ 
Fundamental Apologetics, 1 hour, sec- 

ond semester 
Catholic Doctrine, with emphasis on 

the Sacraments, 2 hours 
Advanced Apologetics, 2 hours, first 


( 
\ 
semester [ 
| 
J 


Ist year 


2nd year 


Special Ethical-Moral Questions, 1 srd year 


hour, second semester 
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This seems at first blush like a wholesale order, but 
you are asked to withhold judgment until we con- 
sider the courses in detail. 

a) First Year. The objectives of the first-semester 
course are to fill in the gaps in previous training 
and simultaneously to stimulate ambition for Cath- 
olic Action or leadership in things religious. The 
classes should above all be made interesting by the 
teacher; hence they require a good deal of prepara- 
tion. With lectures brief but “meaty,” time will be 
allowed for questions and discussion by the class; and 
this method together with occasional twenty-minute 
debates (the debaters volunteering, the rest of the 
class acting as judges) tends to rouse and sustain 
enthusiasm. Provided she is given material to think 
about and form opinions on, it is rare that one will 
find the student who, when gently tricked into it, will 
not want to tell somebody else all about it... . : A 
textbook that has been found serviceable is Religion 
and Leadership by Father Lord. Remember it is a 
course designed to stir up interest while focusing at- 
tention on important things little and big that go into 
character building. And so subjects like the follow- 
ing are suggested: 

Faith—its nature, beauty as a virtue, rational 
foundation; modern Catholic youth as a crusader in 
the cause of Christ; use of opportunities ; honor and 
honesty; comradeship; merit, the understanding of 
which makes for the easier living of a positive life 
of virtue; daily devotional life including a discussion 
of the Morning Offering and the act of perfect con- 
trition and of visits to the Blessed Sacrament ; men- 
tal prayer; the historical Jesus and Mary as ideals ; 
self-denial and love of Christ ; confession; Holy Com- 
munion,; the Mass; the marriage ideal; purity; 
temptation; question of drinking, etc. ... As 
spiritual and vague as some of these topics may 
sound, it is surprising what interest a class will find 
in their discussion. 

The purpose of the one-hour course in the second 
semester of the first year is to give a brief survey 
of Catholic apologetics. It is important, psycho- 
logically, to do this now. The nurse is still enthusi- 
astic and begins “to talk religion” with others. Her 
comments fall perhaps on indifferent ears; her state- 
ments are perhaps flatly denied. Not as yet familiar 
with her position from the point of view of reason, 
she may wonder at this or even become disturbed. 
(After all, is not even high-school religion a memorized 
affair?) A simple presentation at this time, there- 
fore, of the rational foundations of the Faith serves 
to clarify many vague and erroneous ideas, to enable 
the student to plant two feet firmly on the ground, 
and to answer intelligently the ordinary questions of 
inquirers. No attempt is made at this time to train 
for controversy: this in a limited way is rather the 
goal of advanced apologetics in third year. 

The method adopted by the teacher will be to make 
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clear the sequence of the ideas involved in the study 
of the transfer of God’s teaching authority to the 
Church according to the theme simply expressed in 
the caption: “God . . . Christ . . . Church,” prov- 
ing from reason the existence of God and the divinity 
of Christ, and showing that as far as the teachings of 
the Church are concerned, they are Christ’s teaching — 
God’s teachings. A fine text for this one-hour course 
is Apologetics by Archbishop Michael Sheehan, or even 
the small five-cent pamphlet by Father C. C. Martin- 
dale, S.J., supplemented by selected questions from 
Conway’s Question Box. (Note: The Question Box 
will be found invaluable as a handbook not only 
throughout the three years but later as well.) 

b) Second Year. The objective of the two-hour 
course in second year is to ground the student in the 
fundamental doctrines of the Church, especially in the 
sacraments. The two hours may be taken in one or 
other semester, preferably in the second; or one hour 
a week throughout the academic year may be pre- 
ferred. 

Faith in general is the acceptance of knowledge 
on the authority of another. With the teaching au- 
thority of the Church established in first year, albeit 
in a very simple way, the student is prepared to ac- 
cept these doctrines on that authority. And faith thus 
grounded, reaches out for a fuller and richer realiza- 
tion of the eternal truths. Although the subjects will 
be familiar enough to the high-school graduate, their 
approach from the college student’s point of view 
will guarantee interest. The matter will embrace lec- 
tures and discussion on subjects like the following: 

The Holy Trinity; creation of the material world; 
the question of evolution; the creation of man; the 
fall; the Incarnation — personality and natures of 
Christ; the Redemption; grace, actual and sancti- 
fying; the sacraments as the ordinary channels of 
grace (with emphasis on Baptism, on emergency bap- 
tism in ordinary and extraordinary cases; in extreme 
unction on the assistance to be given the dying; 
on matrimony, on the Church’s right to speak on 
moral matters, on the rights and duties of husband 
and wife, on vocation) ; finally, judgment, purgatory, 
heaven, and hell. 

The textbook suggested for this course is Arch- 
bishop Sheehan’s Catholic Doctrine. Sheehan’s A polo- 
getics and Catholic Doctrine in two volumes bound 
together make up his excellent and complete text- 
book of fundamental college religion. The book is 
not large. Collateral reading that will be found use- 
ful is, Christian Life and Worship by Gerald Ellard, 
S.J., a recent book that is used sometimes as a text 
on the sacraments. Pamphlets with which the nurse 
should be familiar are: The Catholic Nurse and the 
Dying, Father Bowdern (Queen’s Work), and Bap- 
tism of the Infant and the Fetus, Father Bowen 
(Knippel, Dubuque, Ia.) 

c) Third Year. The third-year course is to run 
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through both semesters — two hours in first and one 
in second. The goal of the first semester's work is a 
thorough knowledge of the Church from the apologet- 
ical viewpoint with emphasis on the reaction of the 
“modern mind.” It is taken for granted that when this 
stage is reached, the student has been roused to a de- 
sire for Catholic lay leadership; has in the study of 
elementary apologetics put backbone to her faith; and 
is satisfactcrily conversant with the principles and 
dogmas of that faith. In other words, desirous now to 
live in her own quiet way a full Christian life and to 
assist in her sphere toward the spreading of the prin- 
ciples upon which that life is based, she appreciates 
intelligently (and no longer in a merely memorized 
way) what those principles are. 

If we were living in a Catholic country and in 
happier times all this would be sufficient. However, 
the world in which we live is a skeptical world. Its 
indifference to or contempt for the teachings of Christ 
is so often seen in the polite forebearing smile or 
a withering bit of sarcasm. It is well for the nurse, 
therefore, to study these types before she meets them 
in actual life, and above all to realize that Catholic 
principles meet every test of a modern world, yes, and 
challenge that modern world to embrace them as the 
only certain solutions to the age-old problems that we 
are inclined to look upon as modern. Hence, a round- 
ing out at this time of the study of apologetics be- 
gun in the second semester of first year; hence, the 
scientific proofs for the position of the Church ad- 
dressed especially to the modern mind. 

The sequence of subjects for lecture and discussion 
will be somewhat as follows: proofs for God’s ex- 
istence ; atheism and agnosticism; the spirituality and 
immortality of the soul; materialism; communism; 
miracles and prophecies; the New Testament as his- 
tory; the divinity of Christ; Christ’s establishment 
of a teaching, governing, and sanctifying body called 
the Church; the infallibility of the teachings of that 
Church; Peter, the infallible head; the characteristics 
or marks of the Church of Christ; the Roman Cath- 
olic Church today; the government of the Church. 

The textbook suggested for the course is, The Cath- 
olic Church and the Modern Mind by Father Bake- 
well Morrison, S.J. (Bruce, Milwaukee) : and for refer- 
ence, Apologetics by Archbishop Sheehan, Brief Case 
for the Existence of God by Father Lord, and selected 
questions from The Question Box. 

The last religion course in the curriculum, one hour 
a week during the last semester, deals with special 
ethical-moral problems. It has been found by experi- 
ence that the nurse’s knowledge of many of the moral 
problems of the day is vague. She knows that the 
Church forbids evils like divorce and birth control, 
but erroneously thinks they are wrong only because 
the Church forbids them and not because they are al- 
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ready forbidden by the natural law itself. She knows 
that the Church discourages mixed marriages, but 
harbors the suspicion that the Church is just a little 
bit narrow on this subject... . - And so the objective 
now is to rectify some of these notions, and to clarify 
ideas on subjects like the following: 

Fundamental notions of morality; the determinants 
of the morality of any action; the principle of the 
double effect ; the theory of probabilism ; principles of 
co-operation; the nurse and illegal or doubtful opera- 
tions. (Note: These questions have, it is to be sup- 
posed, been studied already in general ethics. Grant- 
ing that they were grasped at the time —a doubtful 
assumption — they can stand repetition.) Then other 
important subjects merit consideration; for example: 
company keeping; preparation for marriage; mixed 
marriages; divorce; birth control. 

In the discussion of these topics the teacher will 
probably have to carry the burden himself, using as 
source material a book like Marriage by Father Morri- 
son. The course should not require much, if any, out- 
side work on the part of the student. It is rather to 
consist of talks by a capable teacher, familiar and 
sympathetic with the nurse’s life. Collateral refer- 
ences here will be found in The Question Box. 


IV. Final Observations 

In conclusion I may say that an ideal has been 
proposed here throughout the entire discussion, but I 
can also honestly say that if it were my task to ar- 
range a curriculum for a Catholic nursing school I 
should certainly in conscience bend every effort to 
secure the inclusion of the aforementioned courses. 
Reason shows clearly and experience demonstrates 
their need; and a careful, unhurried study of the 
whole field dictates their arrangement and distribution 
as given. . The following innovations or points 
stressed may provoke further discussion: 

1. Eight semester hours are provided for. 

2. The two extra hours are accounted for by the 
one-hour courses in the second semesters of first and 
third year. 

3. Though apparently many books are required, 
there are in reality but three, Religion and Leader- 
ship, Father Lord (Bruce, Milwaukee); Apologetics 
and Catholic Doctrine, Archbishop Sheehan (Herder, 
St. Louis); and The Catholic Church and the Mod- 
ern Mind, Father Morrison (Bruce, Milwaukee). 
Others, of course, are useful and two of them, viz., 
Conway’s Question Box and Martindale’s Words of 
Life are indispensable as they are inexpensive. 

4. Some collateral reading should be insisted on. 

5. The teacher should be an experienced priest. 

6. The undesirability of the enrollment of Sisters 
in the same classes with lay nurses. 





III. An Outline: The Religion Course in a 





Catholic School of Nursing” 


I. Orientation and Importance 
II. The Problem 
III. The Field: Subjects and Their Arrangement in Courses 
IV. Final Observations 
I. Orientation and Importance 
1. Service to Others: Evaluation in comparison with 
other courses in training the nurse for 
a) The nurse’s influence for good (or evil!) next 
after priest, religious, doctor 
(1) Her contacts unique 
(2) Good to be done determined by: 
(a) Example 
(b) Practical and thorough knowledge of 
religion 
Types of the modern mind she will meet: 
(1) Atheist 
(2) Agnostic 
(3) Communist 
(4) Hedonist, of one or another kind 
(5) Protestant — liberal and fundamentalist 
(6) Catholic 
2. The Nurse’s Own Spiritual Welfare: Religion to de- 
velop and safeguard: 
a) The one thing necessary — salvation of soul. Hence 
b) Deep convictions in: 
(1) Faith 
(2) Morality 
c) Dangers to the Nurse’s spiritual vitality — pos- 
sible loss of moral “tone,” developed after years 
of Catholic training 
d) Service for others spiritually, impossible without 
knowledge, ideals, character 
II. The Problem 
1. From the Teacher’s Viewpoint: 
a) Arousing interest at the beginning of three year’s 
course 
(1) “I know enough about my religion!” 
(2) Pressure in other professional courses 
Striking the mean in presentation of matter be- 
tween the two extremes: 
(1) Those who have completed 12 years in a 
Catholic school 
(2) Those who have never attended religion 
classes 
Note: There can be no question of placement in 
higher and lower sections. 
2. Administrative: The difficulty of adjusting an already 
crowded schedule 
3. Solution in proper choice of subjects and arrange- 
ments of courses 
III. The Field — Subject and Courses 
1. First Year 
a) First Semester (2 hrs.) 
(1) Object: 
(a) To.stimulate ambition for leadership in 
things religious — Catholic Action 
(b) To fill in the gaps in previous training 
(2) Methods: Lectures minimized. Discussion. 
Debates (20 min.) 
(3) Subjects: 
Faith 


b 


> 


*I.e., the Nursing School where college prerequisites do not obtain. 
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Shining example: Catholic youth’s duty to be a 

Use of opportunities 

Honor and honesty 

Comradeship 

Merit 
Nature of 
The living of a positive life of 

Daily devotional life 
A.M.— Morning Offering 
P.M. — Perfect Contrition 
Visits to the Blessed Sacrament 

Mental Prayer 

Jesus and Mary — ideals 

Self-denial and love of Christ 

Confession 

Holy Communion 

The Mass 

The Marriage ideal 

Purity 

Temptation 

Company keeping 

Question of drink 

N.B.—a) Observe apparent lack of theme in above 

lineup. Cf., however, the Object of this 
course. 

b) Personality of teacher and response of 
class may suggest rearrangement, aug- 
mentation, or dropping of subjects se- 
lected 

(4) Books: 

Textbook: Religion and Leadership, Lord. 

Bruce, Milwaukee 

Collateral: Ethics and the Art of Conduct 
for Nurses, Garesché. W. B. 
Saunders Co., 1929. 

Second Semester (1 hr.) 

(1) Object: Brief survey of apologetics 
(Important to accomplish this in 
first year) 

(2) Methods: Lectures, making clear the idea of 
sequence in “God Christ 

Church” 


b 


(3) Books: 

Textbooks: Words of Life (5 cent pamphlet), 
Martindale. Catholic Truth So- 
ciety. Question Box, Conway 
(Selected questions following a 
simple outline of apologetics) 

Collateral: The Faith of Our Fathers, Gib- 
bons 
I Believe, 
Press, 1936 
Brief Case for the Existence of 
God, Lord. Queen’s Work 

2. Second Year (2 hrs., either 1 each semester or 2 in 
second ) 
a) Object: Thorough grounding in fundamental Cath- 
olic doctrine, especially in the Sacraments 


Hurley. _Paulist 
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b) Methods: Lectures and class discussion on the 


c 


d 


following: 
Subjects: (Given here only in general outline. 
The textbook to be followed faithfully) 
God — existence, nature, and attributes (briefly!) 
Holy Trinity 
Creation 
Material World. Evolution 
Man 
The Fall. Original justice, Loss of superlife 
The Incarnation. Person and Natures of Christ 
Redemption. Restoration to superlife 
Grace 
Actual. Necessity, etc. 
Sanctifying. Formal effects. (Virtues and Gifts 
of Holy Ghost) 
The Sacraments — channels of grace: 
Baptism. Cases of emergency 
Confirmation 
Holy Eucharist 
The Sacrifice of the Mass 
The Sacrament of the Holy Eucharist 
Penance. Indulgences 
Extreme Unction. Assisting the Dying 
Holy Orders 
Matrimony 
Death, judgment, heaven, hell 
Books: 
Textbook: Apologetics and Catholic Doctrine, 
Sheehan. M. H. Gill and Son, Dublin, 
1935. (Although only Part II will be 
used, Part I should be obtained as in- 
valuable for ready reference. Bound 
together into a book about an inch 
thick) 
Collateral: Christian Life and Worship, Ellard. 
Bruce, Milwaukee 
Baptism of the Infant and the Fetus, 
Bowen. Knippel, Dubuque, Ia. 
The Catholic Nurse and the Dying, 
Bowdern. Queen’s Work 


3. Thi-d Year 
a) First Semester (2 hrs.) 


(1) Object: Thorough knowledge of the Church 
from the apologetical viewpoint, with em- 
phasis on the “modern mind” 

(2) Methods: Lectures and discussions 

(3) The Course in Outline: Establishing the 
rational basis of faith 
God: Arguments for the existence of 
Atheism and Agnosticism 
The Soul: Spirituality and Immortality of 
Materialism 
Miracles and Prophecies 
New Testament as history 
Divinity of Christ 
Christ’s establishment of an organization 

To teach 


IV. 
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To govern; i.e., a “Church” 
To sanctify 

Infallibility of Church in teaching 

Peter, the infallible head 

Characteristics of the Church of Christ 

The Church Today 

Government of the Church 

(4) Books: 

Textbook: Catholic Church and the Modern 
Mind, Morrison. Bruce, Milwau- 
kee 

Collateral: Apologetics (and Catholic Doc- 
trine), Sheehan 

b) Second Semester (1 hr.) 
(1) Object: To clarify ideas and establish ideals 
on present-day ethical and moral problems 
(2) The Course: Lectures on the following sub- 
jects: Fundamental notions on morality. — 

Determinants: object, end, circumstances 

Principle of the Double Effect 

Theory of Probabilism 

Principles governing co-operation 

The Nurse and illegal operations 

Church’s right to speak on moral matters 

Marriage as a Sacrament 

Preparation for marriage. Impediments 

Company keeping 

Mixed Marriages 

Rights and duties of husband and wife 

Divorce 

Birth Control 

Vocation 

(3) Books: (Probably the teacher will have to 
carry the burden himself, using a 
book like Marriage, Morrison, 
Bruce, Milwaukee, as source ma- 
terial. . . . The course should 
not require much, if any, outside 
work by the student) . 

Collateral Reading: 

Question Box, Conway (selected 
questions bearing on the matter) 


. It will be noticed that 8 semester hours are provided 
for 
. Importance is attached to: 

a) The 1-hr. course in first year. Fundamental ideas 
in apologetics are necessary for the nurse at this 
time for her own sake and to enable her to talk 
intelligently with others 

6) The 1-hr. course in third year 

. Though apparently many books are required, there 
are only three together with Conway’s Question Box 

(50 cents) and Words of Life (5 cents). Cf. 

. Question: Should Sister be placed in the same 
courses with nurses? 

. Collateral reading in books listed to be made ob- 
ligatory, and brief reports required 





IV. Minutes of the Sectional Meeting on Religion 
in the Curriculum of the School of Nursing _ 


Thursday Morning, June 17, 1937 

Sister Visitation, St. Mary’s School of Nursing, 
Waterbury, Connecticut: | Reads Paper.| 

The Reverend Gerald Fitzgibbon, S.J.: | Reads Out- 
line and Paper.| 

Father Edwards: 1 wish to thank Sister Visitation 
for her splendid and stimulating talk and Father Fitz- 
gibbon for a thought-provoking summary of the course 
which he is giving. 

Sister Julia Marie: Father, do you think the stu- 
dents who have not had a religious background would 
benefit by a course such as you have outlined ? 

Father Fitzgibbon: That class of students should be 
kept prominently in the mind of the instructor. If the 
first-semester course is properly arranged, students 
without religious background should profit very great- 
ly by following it. 

Father Rozak: How many hours a year are given to 
this course ? 

Father Fitzgibbon: I have suggested an eight- 
semester-hour course; that is, eight times sixteen clock 
hours, but spread throughout the three years. A six- 
semester-hour course would be one hour each week for 
the six semesters of the ordinary three-year nursing 
curriculum. I am now asking for two more semester 
hours, so that the course might be eight semester hours. 
The plan can be carried out either by giving three 
hours a week during one semester of the first year or 
by one hour a week in one semester and two hours 
a week in the second semester of the first year; by 
giving one hour a week throughout the second year or 
two hours a week in one semester of the second year ; 
and finally by giving one hour per week during one 
semester and two hours during the other semester or 
by giving three hours per week during one semester of 
the third year. I favor a period of time, preferably a 
semester, when the student nurse receives three hours 
of instruction per week so as to impress her at that 
time with the importance of the subject. The nurse 
must be impressed with the thought that religion is a 
major subject. 

Father Edwards: 1 appreciate your viewpoint, 
Father. At St. Mary’s of Chicago, we give two hours 
a week throughout the three years. With three hours 
per week the student nurse would have an entirely 
different appreciation of her course in religion. 

Father Rozak: Why shouldn't we look upon the re- 
ligion course in our Catholic hospitals as a necessary 
feature of the curriculum? 

Sister Henrietta, St. Mary’s Hospital, Kansas City, 
Mo.: The problem in the schools of nursing is not to 
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get the nurses to take the subject, the problem is 
rather to find an instructor for it. 

Sister Berenice: I think, too, that there is another 
problem. The curriculum is already a crowded one. 
You can find time for the course in religion with con- 
siderable difficulty in the three years. We have found 
it very difficult. 

Father Rozak: May I answer Sister Henrietta’s 
difficulty about the lack of finding proper teachers. 
The proper person to teach the student nurses is a 
priest. There surely must be many young priests en- 
gaged in parish work who are capable and willing to 
spend the time necessary for teaching such a course as 
Father Fitzgibbon has outlined. I myself am giving 
considerable time to teaching. 

Sister Henrietta: I know from experience, however, 
that it is difficult to obtain a proper instructor for this 
course. 

Father Edwards: Perhaps a solution is to seek an 
understanding with ecclesiastical authorities. If our 
course in religion is properly integrated into our curri- 
culum we should have no difficulty about finding time 
for it. Those schools which are affiliated with a col- 
lege or university should find this problem relatively 
simple. On the other hand, I can see that not every 
priest is prepared for giving this course. Even though 
social problems and ethics have a bearing upon Cath- 
olic thought and Catholic faith, ordination of itself 
does not prepare one to teach them, similarly with re- 
gard to religion. I agree with Father Fitzgibbon that 
no one except a priest who is particularly trained in 
teaching courses in religion should be entrusted with 
this responsibility. Careful selection of the instructor 
is most important. Father Rozak’s comment however, 
had considerable weight; namely this, that it should 
theoretically be easy to interest a young priest in this 
matter. 

Father Bowen, Dubuque, lowa: May I have a word 
please? I am making the statement not by way of an 
argument. A chaplain’s viewpoint must undoubtedly 
be considered in this connection. While it is true that 
the co-operation of the Sisters in general has been 
wonderful, it does happen that sometimes chaplains 
are not permitted to give the course nor are they given 
time in which to teach religion. I know of a specific 
instance. Columbia College was asked to aid in creat- 
ing interest in this subject as well as in a course in 
ethics. We were hard put to it to abbreviate the course 
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in ethics to fit it into the. curriculum and still be worth 
while. 

Sister In our hospital a chaplain was ap- 
pointed by the Bishop with the understanding that he 
would be a member of the school of nursing faculty. 
Through his influence in the latter capacity, he found 
ample time for taking care of and instructing the 
nurses. 

Father Edwards: In your hospital is college credit 
given for these courses? 

Sister Not so far, but we hope that the 
course could be worthy of such credit. 

Sister Would you insist on non-Catholic 
students taking this course? 

Sister Miriam: In our school, non-Catholics take 
the course in ethics but not in religion. Non-Catholic 
nurses with us are taught about Holy Communion 
and the last sacraments and they are shown how to 
prepare the patient’s room for Viaticum and the last 
sacraments. 

Father Rozak: At St. Mary’s in Chicago we have 
approximately 20 per cent non-Catholic nurses. Though 
I require all the nurses to be present at the class, it 
was explained at the very beginning of the course that 
the non-Catholics were attending only to get a better 
understanding of the school in which they were study- 
ing and to develop sympathy with these viewpoints. 
I soon found, however, that some of the most interest- 
ing discussions were presented by the non-Catholic 
girls because of their different viewpoint. For them the 
course in religion presented new information such as 
the average individual would very much enjoy. Some 
of these girls though very strong in their own religious 
beliefs presented the finest discussions in our class. 

Father Miller: 1 am not looking for an argument 
but I have several strong beliefs in my mind. As a 
priest and a teacher of religion I have always said and 
done the things which I thought I should do, not only 
in instructing nurses but boys and girls generally. I 
am in favor of setting up the right kind of prejudices ; 
maybe you think that is a strange thing to say. We 
don’t need so very many facts about religion to save 
our souls. I am, therefore, not in favor, at the outset, 
of stressing so many apologetic facts. In the begin- 
ning something more fundamental in the nurse’s life 
must be emphasized, a study of God Himself and of 
His relation to us as our Father. 

The nurse must appreciate the Fatherhood of God 
and the simple facts about His omnipresence. The 
latter they must appreciate. I should like to also stress 
the thought that every Sister in a hospital is a teacher 
in religion. Every one of these teachers in religion 
forms friendships with the nurses. Should not that, 
therefore, be her responsibility for the proper influ- 
ence upon the student nurse? How is it possible that 
through such contacts with the Sisters we sometimes 
tear down rather than build up? The best teacher of 
all is the teacher who lives her religion in her own 
life. Finally, in the early period of the nurse’s school 











HOSPITAL PROGRESS 











383 


life there are serious clashes. The student nurse must 
be helped over these crises. 

Father Mackin, New Jersey: I wish to disagree with 
Father Miller in his implications. Despite the exam- 
ple of the Sister teachers there is need of a strong 
formal course in religion. I desire to indorse Father 
Fitzgibbon’s course most strongly. 

Father Miller: Perhaps I have given the wrong im- 
pression. I certainly believe in teaching religion but 
the teaching alone is not enough. The lives of the 
Sisters should supply the interest necessary for ade- 
quate and effective teaching. 

Sister Should religion be made a major 
subject ? 

Father Fitzgibbon: By all means. It must be pre- 
sented on a par with other subjects in the nursing cur- 
riculum. In one respect I agree with Father Miller. 
The difficulty which the teacher of religion has to face 
is the importance of developing the nurse’s interest. 
These courses have to be given year after year some- 
times to students who have had religion in high school. 
Sustained interest is, therefore, a very special problem. 

Sister Julia Marie: 1 should like to know how many 
schools would be prepared to adopt Father Fitzgib- 
bon’s course just as he outlined it ? 

Sister Henrietta: 1 think many of the schools could 
adopt it if they could find teachers for it. 

Sister Adalinda: Sometimes the chaplains refuse to 
give classes and the hospitals cannot change such con- 
ditions. 

Father Fitzgibbon: Perhaps a solution might be 
suggested. If a particular community engaged in hos- 
pital work is finding difficulty in getting acceptable 
teachers of religion, two or three Sisters of the com- 
munity might be prepared to teach the subject. Is this 
a feasible solution? 

Sister -: There is also another problem to 
which I should like to call attention. It is difficult to 
maintain continuity in the course when a large per- 
centage of the students are away from their home 
school on affiliations for periods from three to nine 
months in their third year. 

Father Fitzgibbon: 1 do not know how to solve this 
unless these students happen to be sent to a school in 
which there is a parallel course. 

Sister Berenice: Should not these problems be 
placed before the Bishop of the Diocese? 

Father Fitzgibbon: No doubt they should and the 
Bishop will unquestionably be deeply interested and 
will attempt to find a solution. 

Sister Berenice: Is it rea'ly necessary that the chap- 
lain should teach the course in religion ? It seems to me 
the chaplain has his hands full in taking care of the 
patients. 

Father Fitzgibbon: Except in the smaller hospitals 
I should think that another priest should be invited 
to teach these courses. May I add this, after all, we 
are just dealing with something that is the most im- 
portant thing in our life. Whether we like it or not, 
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religion is most important in everybody’s life. After 
all, as Catholics we should not think of the course 
in religion in the school of nursing as something over 
and above the regular curriculum, nor should we stint 
the time given to it. Our high schools have given 
religion for one or two hours a week. Despite that fact 
we are not satisfied with the results, the sooner we 
realize the significance of those results the better. 

Father Edwards: I should like to hear from some 
of the Sisters on the question of character formation. 

Sister Brendan: 1 want, first of all, to indorse 
Father Fitzgibbon’s course and to testify to the inter- 
est among the student nurses which can be evoked by 
following it. It helps the nurse to love her religion. 
If a student nurse does not love her religion course 
you can hardly expect her to remember it or to review 
it. 

Sister Vincent: Would you have one teacher for the 
whole religion course? 

Father Fitzgibbon: Yes, one teacher could carry it. 
I do not think, however, that ordinarily it is good for 
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one teacher to take a class throughout the three years. 

Sister Aquinas: In our school only half of our stu- 
dents are Catholics. All our students go to the course 
in religion. 

Sister Henrietta: There is a problem in university 
schools. The non-Catholic university ordinarily re- 
quires one hundred and twenty semester hours for 
graduation. The Catholic schools require one hundred 
and twenty-eight semester hours so as to leave room 
for approximately eight semester hours of religion. 

Sister : At Creighton University the require- 
ment is one hundred and twenty-eight semester hours. 

Sister Berenice: At Marquette University the re- 
quirement is one hundred and twenty-eight semester 
hours. 

Father Bowen: Before we adjourn I should like to 
ask how many schools of nursing require their non- 
Catholic students to attend the course in religion? 

Father Edwards: The majority of those in attend- 
ance do not make this requirement. 

The meeting adjourned at 11:10 a.m. 





Dietetics and Dietary Problems 
A Round - Table Discussion 


I. The Role of the Dietitian in the Hospital 


IN THE analysis of the duties of the dietitian we 
find that her services are far-reaching. Her responsibili- 
ties revolve about three phases; namely, therapeutic, 
educational, and administrative pursuits. To borrow 
from the immortal Shakespeare, our dietetic world 
is but a stage with the three actresses dramatizing 
the major events. 

The first actress, the therapeutic phase, has oc- 
cupied the center of the stage as leading lady since 
the dawn of the dietetic service a short twenty years 
ago. As her understudy, the educational phase has 
accompanied this development, first in the role of 
teacher of diet therapy and normal nutrition to the 
student nurse and later to the hospitalized patient, the 
out-patient, the student dietitian, the medical student, 
and we may now add, the community in general. A 
third member has clamored for attention, and although 
she has had difficulty in giving expression to her 
ability, at last she has outgrown her stage fright and 
is stepping into her part with confidence. Only re- 
cently has stress been placed on the executive phase 
in an effort to standardize and improve administra- 
tive methods and procedures. 

In any one of these capacities, whether therapeutic, 
administrative, or educational, the dietitian acts as a 
food expert and as an educator. Since the theme of 
this convention is related to the hospital as an edu- 
cational unit, we have a splendid opportunity to 





Mrs. Gladys H. Silkey, M.A. 
e 


elaborate on the educational functions of the dietary 
department as it contributes to hospital service. 

What, we may inquire, are the personal assets or 
qualifications of the dietitian who rightfully and ef- 
ficiently assumes these various duties entrusted to 
her? What are the factors in her professional develop- 
ment that have the greatest influence upon her ability 
as a food administrator and an educator ? 

In order to answer these questions perhaps an ap- 
praisal of the kind and extent of training for the dieti- 
tian will suffice as a “lead to the ultimate objective. 
First of all, we know that a sound educational back- 
ground is essential. This is the basis for the require- 
ment of the American Dietetic Association that a stu- 
dent entering an approved hospital for training must 
have a B.S. degree in Foods or Nutrition from a rec- 
ognized college or university with certain prescribed 
courses. 

I 

This group is familiar with those prerequisites which 
include chemistry, biochemistry, physiology, bacteri- 
ology, education, the social sciences (psychology, 
economics, and sociology), food preparation, nutrition, 
and institutional management. 

From this point the prospective dietitian enters 
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the hospital for further education. Someone has warned 
that our modern education develops the memory at 
the expense of the imagination. In this situation, how- 
ever, it would seem that the student has every ad- 
vantage for development and the pursuit of a liberal 
education. 

The dietary department becomes her laboratory. 
The laboratory does not begin at one side of the 
kitchen and extend to the back door. It begins at the 
back door and extends through every corridor of the 
hospital, into each patient’s room, her influence finally 
reaching every member of the staff and personnel. With 
such a broad scope, little do we wonder that the 
quality of food service in the hospital is referred to 
as the barometer of its reputation! With responsibility 
of this nature on her shoulders, it becomes the duty 
of the dietitian to unify the various functions in order 
that the dietary department may take its place among 
the other hospital departments such as medical, 
nursing, and social service. This should be true of any 
hospital dietary department whether it is engaged in 
the training of student dietitians or not. 


After the discussion of the questions which have 
been prepared for our meeting today, we will present 
a moving picture which illustrates very well the train- 
ing or education of the student dietitian. The purpose 
of training is to equip dietitians to assume their right- 
ful capacity in the hospital or other institution and 
to further the profession of dietetics. If one hospital 
does not have all of the facilities for such training 
the trend is to develop an affiliated service which will 
accomplish a well-rounded training and experience. 
Emphasis is being placed on the quality of training 
rather than upon the number of hospitals engaged 
in training —all of which is regulated by the Amer- 
ican Dietetic Association. 

Having considered the academic background for the 
dietitian, it naturally follows that we should con- 
sider her personal assets and qualifications. We should 
presuppose good health and vitality. These two quali- 
ties also suggest emotional stability. The dietitian 
should be a model of good health since all of her ac- 
tivities are directed toward that goal. Unless she 
is a living example of her “cause,” her recommenda- 
tions may not be respected and practiced. Skill in 
the interpretation of situations and materials is in- 
dispensable. The ability to present facts or teach- 
ing ability is a necessary requisite. Adaptability and 
tolerance are among her strong points. Imagination and 
initiative are stimulating qualities desirable for the 
successful dietitian. One who possesses these traits 
has the ability to inspire others. The capacity to work 
well with people is one of her outstanding goals. She 
must have a genuine liking for people in order to at- 
tain this particular characteristic. There are in- 
numerable points that might be listed as contributory 
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to the desirable personality of the dietitian. Those 
listed are probably the most concerned in the de- 
velopment of leadership and executive ability. Experi- 
ence and maturity ripen these qualities and produce 
self-confidence, poise, tact, and good judgment. 
Experience during training in a hospital should edu- 
cate the student to be prepared for such specific duties 
as: writing of menus for patients on general and special 
diets, planning menus for the staff and personnel, the 
instruction of patients both in the hospital and through 
out-patient contacts, the instruction of student nurses 
and medical students, conferences with doctors, the 
management of the personnel, preparation of work 
schedules, familiarity with wage standards, the pur- 
chasing, requisitioning, and storing of food sup- 
plies, the buying of equipment, the supervision of food 
preparation and food service, the keeping of records 
and inventories, the details of budgeting, the elimina- 
tion of waste and problems relating to housekeeping 
and sanitation in the dietary department. The neces- 
sity for adequate training and experience in admin- 
istrative problems is apparent from the above résumé. 
It is not surprising, then, that the executive phase of 
dietetics is being stressed at the present time when 
even small economies render a great service in the 
distribution of the hospital budget. When we realize 
that the dietary department spends from 25 to 30 per 
cent of the total hospital budget, we are reminded 
of the necessity of teaching dietitians food-cost con- 
trol. Added to the role of economist she has the further 
task of satisfying the patients and personnel. These 
combined duties ring out as a challenge. If the dietetic 
profession is to flourish and progress then it is up to 
us to become efficiency experts in every department. 
Allow me to repeat that as an administrator, the 
dietitian is also a teacher. She teaches food standards 
and proper cookery to her staff, students, and em- 
ployees in order that they will have a conception of 
the highest quality of perfected food service. She is 
responsible for the cleanliness of her department and 
the health and hygiene of her employees. In fact, she 
may accomplish much in the teaching of proper nutri- 
tion and hygenic habits to her “family” of employees 
through her daily contacts with them. It necessarily 
follows that in order for the dietitian to instruct em- 
ployees in the performance of duties, she must know 
the work thoroughly herself. In the first place, she 
cannot hope to command their respect unless she 
knows every detail. In the second place, she cannot 
acquaint her employees with high food standards un- 
less she first establishes the ideal for those products. 
Participation by the student dietitian in the actual 
preparation of food does not mean that we expect her, 
qualified dietitian, to perform these tasks 
routinely. It is simply one means of preparing the 
dietitian for her duties as supervisor or administator. 
Such experience teaches the value of recipe standard- 
ization and cost calculation. It familiarizes her with 
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amounts, yield, and quality. Occasionally, it is regret- 
fully admitted, the dietitian who is hired for an ad- 
ministrative or therapeutic position is expected to per- 
form these menial tasks routinely. The dietitian has 
a more valuable service to render in the capacity of 
food purchaser, personnel manager, teacher and food 
expert. With her educational background and experi- 
ence she should be able to demand a wage standard 
that would make her administrator aware that her 
services are more valuable than to spend her time 
in tasks that maids could perform equally well. 


Ill 


The frequent reference to the dietitian as a food 
expert does not mean that she must be an epicure 
with such delicate taste that as one author expressed 
it, “She can tell by the flavor of the woodcock’s leg 
whether it is the one on which the bird is accustomed 
to roost!” Our interpretation of a food expert is a 
more common-sense definition than that. Among other 
qualities, it entails the ability of the dietitian to know 
what food combinations and delicacies her “clientele” 
enjoys; to differentiate between the jaded, changeable 
appetite of the patient just recovering from a long 
illness and the healthy appetite of the lively student 
nurse who has had a gnawing sensation in the pit of 
her stomach ever since she caught the aroma of Mrs. 
C’s coffee when she served her breakfast tray. And 
speaking of coffee again brings us to consider one of 
the ordinary problems. The common, everyday ar- 
ticles of diet are probably the ones that are most 
critically appraised and that contribute toward or de- 
tract from the enjoyment of food. For instance, if the 
coffee served in the hospital is of poor quality, then 
the reputation of the dietary department, and in- 
directly that of the hospital is in a precarious posi- 
tion. As the famous gourmet, Mr. George Rector, re- 
cently expressed his opinion of poor coffee, “That 
coffee ought never to come out of the kitchen at all. 
They ought to keep it there to remove stains from 
copper kettles.’ Although these remarks may seem 
facetious in character, they serve as a reminder that 
poorly handled details of food service can breed the 
greatest amount of discontent. In order to improve, 
we cannot take the Jaissez-faire attitude. It is our busi- 
ness to develop new and better methods. 

Dr. Malcolm MacEachern? has reminded us that 
science advances only through research. He has chal- 
lenged us by saying that every dietitian should assume 
the attitude of an investigator. The general belief prob- 
ably is that research and investigation belong only 
in the small laboratory, thoroughly equipped and op- 
erated under controlled conditions of light, heat, and 
temperature. The wider concept of research admits 
of opportunities in our very kitchens which may be- 
come veritable testing laboratories. 
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It is not the purpose of this paper to minimize the 
importance of therapeutic dietetics. On the contrary, 
we may reassure ourselves that special diets daily as- 
sume greater importance as new methods and tech- 
niques develop. 

As an advancement of therapeutic endeavor, out- 
patient service has evolved. The place of the food clinic 
is firmly established. The necessity for the dissemina- 
tion of practical nutritional knowledge has become 
apparent during this age of economic stress. Indeed, 
the new concept of helping the patient to help him- 
self, of shortening the period of hospitalization of the 
ambulatory patient, is rapidly developing. Un- 
doubtedly this phase of dietetics renders a unique 
service to the community. This service is destined to 
enlarge as the dietitian or nutritionist takes her place 
in the public-health program. 

The profession of dietetics may point with pride 
to the progress that has been made in the United 
States and Canada. Our standards have inspired the 
practice of dietetics in such far corners of the earth 
as China and Australia. Dietetics in England is now 
on the upward trend*, the steward in the main kitchen 
often being assisted, as they say, “by a lady trained 
in dietetics.” With this concept of New World dietetics 
may we not someday adopt a pioneering slogan of 
“Old Worlds to Conquer Dietetically” ? 

Before we are ready for further pioneering, how- 
ever, we have the task of developing, investigating, 
and correlating in our own wide field of opportunity. 

Our once juvenile actresses have outgrown their 
awkward, tongue-tied adolescence. Their debut has 
faded into the past. In fact, the approaching twenty- 
first birthday reminds us to express our suffrage by 
casting a unanimous vote for concentrated action. 

The time is the present with foresight into the 
future; the place and atmosphere may be related to 
the stage with its varied lighting effects controlled by 
the electrician. The director of the play may well be 
termed the promoter of scientific approach and per- 
formance. Even the wardrobe designer may render 
service by insisting that we change our style to fit the 
demands of new ideas. Our sternest prompter lends 
balance to the scene in the role of common sense; 
the stage hands take the form of enthusiasm and 
capacity for hard work. When all of these combine 
to accomplish the ideals of our profession in unified 
performance, then and then only will we meet the ap- 
proval of the strictest critic and hope for a Happy 
Ending. Beyond that point we may further hope for 
repeated “curtain calls” in lines of new endeavor. 
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THE few words I am privileged to say to this group 
will cover my contact with the dietary department of 
a large four-hundred-bed hospital with one hundred 
and twenty student nurses, and a small one-hundred- 
bed hospital with a graduate staff. As hospital ad- 
ministrator my association with dietitians in both in- 
stitutions has been a very happy experience. 

In the large hospital the dietary department is a 
complete unit under the supervision of a head dietitian, 
and she is the supreme ruler in that department. She 
purchases the food for the entire hospital. The daily 
menu for the patients, Sisters, graduate and student 
nurses as well as the interns and help is made out by 
her. She has an adequate staff of graduate assistant 
dietitians, student dietitians, and student nurses, as 
well as complete maid service. The class and practical 
work of the students is under her supervision and is 
carried out by her assistants. Only therapeutic diets 
are served by the dietary department in this hospital. 
When I tell you the head dietitian has had charge 
of the department for ten years with the prospect 
of many more years, you must realize that perfect 
harmony and co-operation exists between the dietary 
department and all the other departments of the in- 
stitutions. A food complaint is rare. 

In the small hospital with a graduate staff the 
dietary department is different, as the dietitian has no 
teaching responsibility. The food for her department 
is purchased by the Sister in charge of the central 
kitchen on her requisition. She not only serves all 
therapeutic diets, but she contacts all patients daily 
and caters to the individual wishes of each. Her idea 
is, that if the patient is not on a therapeutic diet 
his preference for certain foods should be considered 
and waste of food avoided. If a patient is satisfied 
with his food it adds to his contentment, and he looks 
forward eagerly to the daily visit of the dietitian and 
is greatly flattered by her supervision of his tray. He 
feels that he is having a very special food service 
even if the tray is sent out of the central kitchen. 

You will see from these two examples that the or- 
ganization of the dietary service in a large hospital 
and a small hospital must of necessity be along dif- 
ferent lines. 

To accomplish successful hospital operation there 
must be very close harmony between all departments. 
This is especially true regarding the tray service. The 
pleasant spot in the patient’s day is meal time. An ap- 
petizing tray may change the whole atmosphere for 
him. With this in mind let us picture a tray that will 
accomplish what we wish. The food, no doubt, is the 
major consideration. It must be not only tastefully 
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prepared but served attractively. The hot foods must 
be hot, and the cold foods cold — cleanliness and neat- 
ness are absolutely essential. The tray linen must be 
fresh and spotless, and the silver gleaming. The dieti- 
tian has this as her responsibility but it does require 
the understanding of the other departments. 

If there is a close working harmony between the 
executive and the dietary department, the admin- 
istrator must realize the needs of the dietary depart- 
ment, and in turn the dietitian must recognize the 
fact that, while the administrator wants perfect service 
there are in most hospitals certain economic limitations 
that must be observed, keeping in mind of course the 
needs of the patient, for it is around him that the 
whole hospital revolves. While the administrator 
places the management of therapeutic diets and gen- 
eral tray service in the diet department without 
reservation, the problem is not yet entirely solved. 

There may be complaints regarding poor service, 
cold food, or minor difficulties which might be ad- 
justed simply by transmitting the complaint to the 
diet department, where the trouble may be traced di- 
rectly to its source. It is absolutely essential that this 
co-operation be observed for the reason that an un- 
favorable comment regarding the tray service is a re- 
flection on the hospital itself. 

The administrator realizes that each department 
must be efficiently staffed. Slipshod work is inexcusable 
anywhere; in a hospital, it is unpardonable. One 
mistake may ruin a tray, and one careless and in- 
efficient cook may spoil the meals of many patients. 
The administrator has the responsibility of the en- 
tire hospital on her shoulders, and it is her right to 
expect and to give the loyalty, support, and co-opera- 
tion that will make the whole mechanism move 
quietly and in complete harmony. 

In conclusion I would appeal to our administrators 
to achieve a thorough understanding of this depart- 
ment. We must recognize that the dietitian’s train- 
ing is very valuable. She is a college woman; she 
not only has to deal with good-natured patients but 
with all sorts of people. As far as I am concerned I 
consider the dietitian the head woman in our hos- 
pital and I ask for her high consideration. We are 
fortunate in having these women with us. I would 
say to you, find the best dietitian that is possible to 
find, pay her a splendid salary and give her free hand 
in her department and you will have peace of mind. 































































Thursday Morning, June 17, 1937 

Sister Jeanne d’Arc, College of St. Catherine, St. 
Paul, Minnesota: Dietetics as a profession is new — 
dietetics as a phase of hospital service is new. It is 
not surprising, then, that the dietary department as 
an organized unit of the hospital is still in the de- 
velopment state. The American Dietetic Association 
has worked most effectively in establishing standards 
of training for the dietitian and in developing satis- 
factory organization and functioning of the dietary 
department. 

Meeting the Sisters, who have come from various 
institutions to colleges for the academic study neces- 
sary as a preliminary step in training, has been a 
gratifying experience. The increasing number of these 
representatives proves that executives are realizing the 
value of the standards of education set up by the 
American Dietetic Association. Thus, it seemed that 
the attitude toward dietetics in the hospital has 
progressed sufficiently so that the emphasis in the 
program might profitably be changed from the 
preparation of the dietitian to the ways in which she 
should use and apply this training in the hospital. In 
order that the training acquired in college and in the 
hospital training course be used most efficiently, the 
work of the dietitian must be properly organized and 
the place of her department in relation to other de- 
partments should be established. 

The brief summaries to be made by several mem- 
bers of this group have been planned with a view 
to directing and unifying the discussion. Contributions 
and questions, however, will be welcome and all are 
encouraged to take part. 

It is particularly opportune that we have with us a 
dietitian who has been and still is working diligently 
to bring about and develop satisfactory department 
organization. I am glad to present to you the director 
of the St. Louis University training course for dieti- 
tians for which St. Mary’s and Firmin Desloge Hos- 
pitals, two units of the University Hospital, serve 
as a laboratory. This, as many of you doubtless know, 
is the second of the training courses in Catholic hos- 
pitals to be approved by the American Dietetic Asso- 
ciation. Thus, we are all indebted to Mrs. Gladys 
Silkey for her work in these departments and will 
profit, I am sure, by her discussion of the phases of 
work which should be controlled and directed by the 
hospital dietitian. 

Mrs, Silkey, Firmin Desloge Hospital, St. Louis, 
Missouri: |Presents paper.| 

Sister Jeanne d’Arc: I am sure that you all agree 
that Mrs. Silkey’s contribution is invaluable and one 
we shall not forget. If there are any questions you 
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would like to ask I am sure Mrs. Silkey would be 
glad to answer them. 

We will proceed to the group of problems. In the 
first group we deal particularly with the work of the 
dietitian regarding the patient, the patient being the 
first and most important matter for consideration. 
The first question which we wish to present for discus- 
sion is: What are some of the satisfactory methods 
of teaching the elements of good nutrition to the 
patient on general diet? Has anyone any questions 
or problems regarding this? 

Instead of making the patient feel that he has 
“gotten off” the general diet you should make him 
feel that he is preparing for the general diet. The gen- 
eral diet should not be looked upon as something that 
patients have to suffer through but something they are 
being prepared for. 

Question number two: What information about the 
condition and progress of the patient is most essen- 
tial to the dietitian? What information which the 
nurses have on the floor does the dietitian need most 
to be familiar with, in order to deal with the patient’s 
case ? 

Sister : I think it would be required to know whether 
the patient has a desire for food or just a liking. 

Sister: I think it is also a great assistance to know 
the laboratory findings concerning certain patients, 
the urine analysis, and the analysis of gastric content, 
etc. 

Sister: The dietitian should watch the tray when 
it is coming back from the patient’s room and should 
see the evidence of increasing appetite; if such 
evidence is not observable she should get into touch 
with the doctor and ask why she is not progressing. 

Sister: The patient’s previous history is necessary. 

Sister Jeanne d’Arc: Is there a practicable method 
by which the dietitian can obtain this information 
without reading charts in detail ? 

Miss Schmidt: We find that if a slip is sent to 
the dietary kitchen stating whether the patient has 
returned from surgery that helps a great deal. We 
can feed them correctly for the next meal. 

Sister Jeanne d’Arc: Before visiting the patient do 
you read the chart in detail ? 

Miss Schmidt: Yes, we always do. I think it helps 
very much when you make the visit. 

Sister Jeanne d’Arc: Should the information about 
the patient come through the dietary personnel or 
through the supervisor on the floor? How is the pa- 
tient to be served, through the dietary kitchen or 
through the supervisor ? 

Miss Schmidt: 1 think it depends on the size of 
your hospital. If you have a large dietary kitchen 
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the diet information could come through the kitchen. 
If you have only one dietitian you need the co-opera- 
tion of all concerned. 

Sister Jeanne d’Arc: 1 asked Dr. MacEachern about 
this and he said the best way would be through the 
supervisor on the floor. The dietitian should as soon 
as possible see the patient herself, but the super- 
visor should be informed about the procedures that 
are to be carried out because the nurses have to know 
the special diet of the patient. 

Sister: Our hospital has 154 beds and I can see 
that these answers will help. 

Sister Jeanne d’Arc: 1 believe that the dietitian 
does not want to work independently on the patient. 
The more co-operation the nursing personnel can give, 
the more satisfactory to the patient and to the dietitian 
will the dietetic service be. 

Sister: The supervisor in our hospital is informed 
of the diet of the patients and this plan works out 
satisfactorily. 

Mrs. Silkey: A schedule of likes and dislikes of a 
patient would be a help in certain cases. That state- 
ment relates to interviewing the patient and obtain- 
ing certain information. It would be a great help if 
the dietitian knew whether a certain patient has all 
his teeth or not. 

Sister Jeanne d’Arc: The next question relates to a 
different problem; namely, the out-patient department. 

Question number 4 reads “Should the same per- 
son be responsible for the teaching of out patients who 
is responsible for the instruction of hospitalized pa- 
tients on special diet? 

Sister Lucy, Little Company of Mary Hospital, 
Evergreen Park, Illinois: If we have only one dieti- 
tian I think she would be the only capable person. 

Sister from St. Therese’s Hospital, Waukegan, II- 
linois: It depends on the size of the hospital and the 
kind. In hospitals up to one hundred beds, I think 
the dietitian could do this teaching. I do this but 
I do not have any Sunday hours. I am always ready, 
however, between two and four on every other day. 

Sister Jeanne d’Arc: Proceeding to question number 
5: If there is no out-patient department in the hos- 
pital, what are the most satisfactory methods of fol- 
low-up instructions ? 

Sister from St. Therese’s Hospital: It is mostly the 
laboratory tests that give me the information to know 
what to do or not. We always have contact with pa- 
tients even after they leave the hospital. They always 
come back for tests. 

Sister M. Hilary, Mt. Carmel Hospital, Columbus, 
Ohio: As a rule I have the diabetics instructed as they 
leave to come back at least three times a week and I 
generally try to give them a “meal of back date” to 
keep their condition up. I have one person in the family 
follow my directions and give me the necessary in- 
formation as to what the patient eats during the days 
following his leaving the hospital. 
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Sister Jeanne d’Arc: Question number 6: In view 
of present economic conditions, what can the dietitian 
do to make the diet practical for home use if there is 
a limited budget? 

Sister Veronica: I would inquire into the condition 
of the family and if it happens that I have a very poor 
person I carry on their diet one to three vegetables and 
the fruit just necessary for what he needs. 

Sister Jeanne d’Arc: Are there any suggestions of 
help that are necessary for persons with a limited 
budget ? 

Sister: You have to calculate the cheaper foods. 
There are many books out that are very good for such 
ideas. I don’t believe that you have them here on 
the board but if you are interested I think the Amer- 
ican Dietetic Association could tell you where to get 
them. 

Sister Jeanne d’Arc: 1 think that should be empha- 
sized that there are many books available. The Con- 
sumer’s Guide is probably most available and is pub- 
lished every two weeks on the buying of foods. 

The next problem relates to the student nurse. We 
are anxious to discuss these points. You are more 
concerned with the training of the student nurse re- 
lating to tray service and out-patient department if 
you have one in your hospital. We did not contact 
a person to make an introductory statement. 

Sister: We always make out a general diet menu 
and our nurses learn that. It is time saving and money 
saving. 

Sister of St. Joseph: 1 think it would be nice to hear 
from one who has charge of the training of the nurses. 
I would like to hear from Miss Lenfest regarding this. 

Miss Lenfest: That is not my field, I am sorry. 

Mrs. Silkey: 1 think they should apply their teach- 
ing of diet therapy through their application of knowl- 
edge to themselves ; 
well-being. 

Sister from St. Joseph’s Hospital, Milwaukee, W1s- 
consin: At our hospital the student nurse accompanies 


what would be good for their own 


the dietitian to the rooms. Also we have a choice of 
two diets for the patients. 

Sister Jeanne d’Arc: Proceeding to question 9: Do 
dietitians accomplish what is expected of them in train- 
ing nurses? How may we improve? 

Sister: I believe that the nutritionist is the one to 
train the dietitian. The nurse who has had nursing 
training I think is the better dietitian. 

Sister Theona, Lafayette, Indiana: 1 had nursing 
training and I don’t think it helps a great deal. I do 
not see why the dietitian who has been a nurse has 
anything of special value to her as a dietitian. 

Sister Ethel: 1 find that it is rather important that 
the dietitian have the theory of the nurse because she 
speaks the language of the nurse as well as her own. 

Miss Schmidt: 1 think that we do not get all the 
details that the nurses get but we get a general idea 
of all the subjects and we do not have to spend such 
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a long time. It would take too long for study if we 
went through the nurses’ courses first. 

Miss Lenfest : My feeling, why a nurse may be bet- 
ter, is that part of the dietitian’s difficulty is due to 
the fact that the dietitian is not mature enough; not 
that she doesn’t know her subject. Teaching dieti- 
tians should be people with more experience. 

Sister Jeanne d’Arc: It is important too that you 
recognize that the educational background of the dieti- 
tian is more adequate than that of the nurses. The 
nurse becomes very fluent with the routine because 
of her work on the floors. 

Sister: I always tell the student nurses who want to 
be dietitians to go through every point in nurses’ train- 
ing for I think it will help. 

Sister: From a college point of view the dietitians 
get a good background. They are required to have 
twenty-four hours in college art and food courses and 
psychology. All our students have all had a semester 
of practice teaching. We watch the student teach- 
ing a food course for eighteen weeks before she goes 
to the hospital. All of the girls have had four years 
of college plus a year in the hospital which gives them 
the equivalent of the master’s degree. 

Sister Jeanne d’Arc: Because our time is short we 
are going to turn to the administrative work of the 
dietitian. We will get the point of view of some exec- 
utives who are concerned. 

First, we will hear from Sister Mary Aloysius, As- 
sistant Treasurer of St. Mary’s Hospital, St. Louis, 
Missouri. 

Sister Mary Aloysius: Not many years ago the 
dietary department was thought of only as cooking. 
But now the dependence of the other departments on 
the dietary department is being recognized more and 
more and their success or failure is affected most 
vitally by the efficiency or inefficiency of the dietary 
department. 

No matter how efficient or well equipped the other 
departments are the effort put forth in these may be 
rendered useless without a competent or well-organized 
dietary department. 

The medical treatment of the patient is aided or 
handicapped, may even be made futile by his diet. 
No doubt everyone has noticed the difference in the 
attitude of the patient toward the institution if he 
is pleased with his meals. When he is pleased with 
his meals his frame of mind is cheerful, the nurses’ 
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burden is lightened and the superintendent’s worries 
are lessened. 

The service of all the employees is greatly influ- 
enced by the type of meals they are served. 

Sister Jeanne d’Arc: Next we shall hear from Sister 
Veronica, of the John B. Murphy Hospital, Chicago. 

Sister Veronica: (See paper.) 

I am going to speak on the “Organization of the 
Dietary Department in a Hospital.” 

Sister Jeanne d’Arc: We will acknowledge you as 
a good friend of the dietitians and hope that others 
will have like experience in dealing with their de- 
partments. Now we will hear from Sister M. Carola 
who will say a few words. 

Sister Carola: I have just a few words to say to you. 
There are three questions that every well-managed 
business organization asks itself and those questions 
are: where it stands; how did it get there; and where 
it is going from here. I think that in all hospitals there 
should be a separate accounting system in each de- 
partment. In our dietetic department we figure that 
we spend about fourteen cents for raw food. I am 
sure that after a short time if you do not have a sepa- 
rate accounting department in your dietary depart- 
ment you will see how necessary it is. I have some 
blanks here that we use in our two hospitals which I 
shall pass around for all of you to see. I shall be glad 
to answer any questions. 

Sister Jeanne d’Arc: Thank you very much Sister. 
Does anyone want to ask Sister any questions? 

Sister Adolphus: 1 have a list of some new books 
here which I would like to suggest to you for use. 

Food Cost and Control is going to be used by many 
colleges. 

Food for Fifty by Fowler and West. 

Food Services in Institutions by West and Wood. 

Elements of Foods and Nutrition by Dowd and 
Dent. 

I think Sister Pierre of Mundelein might give us 
some suggestions. 

Sister Pierre: We have used some of these work- 
books taking them over a period of time. We find 
them very interesting. 

Sister Jeanne d’Arc: I think it would be well to 
add these books to our library. Much is being done 
to help the dietetic department. 

Time is short and I think we will leave the rest of 
the questions for discussion among ourselves. 

Meeting adjourned. Pictures shown by Mrs. Silkey. 
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Radiological Technology 


THE need for adequate education of X-ray tech- 
nicians has been stressed by previous speakers on this 
program. Attention has already been called to the ad- 
vantage of a thorough knowledge, not only of 
mechanical procedures, but of all allied subjects. A 
word remains to be said about the cultural phase; 
cultural courses are considered essential elements in 
practically all curriculums today. In all professional 
educational fields the need for and the cultivation of 
this phase is strongly felt and universally advocated. 
This need has also manifested itself in the field of 
radiological technology. This is as it should be be- 
cause every individual, regardless of the life career 
he or she may elect, is a social being and as such 
is obliged to participate in affairs as an efficient mem- 
ber of society; furthermore, every individual is en- 
titled to that which will enable him to lead a richer, 
fuller, more contented life, both when actively en- 
gaged in technical or professional duties and at other 
times. The curriculum should be such that the range 
of studies includes not only technical and profes- 
sional, but also an adequate number of well-selected 
cultural courses. 

This opinion is more or less universally entertained 
and the trend along this line is conspicuous in the field 
of medicine and law, in nursing and social-service 
work, and a college education is a fairly common re- 
quirement of applicants for positions in the general 
business world. 

Apart from the fact that a cultural education sup- 
plies a most desirable background in all fields and is 
considered more or less essential to success in the gen- 
eral business world, it may be said to be even more 
essential for the X-ray technician who must engage 
in such an important phase of hospital service. It is 
extremely gratifying that prominent individuals in 
the field and educational institutions have given seri- 
ous consideration to the subject and have made ef- 
forts to provide facilities for such curriculums. 


TABLE I. Catholic Institutions Included in Survey of 
Radiological Technology Courses, January, 1935 











Institutions Location Response 
Creighton Memorial (St. Joseph’s) Omaha, Nebraska Ves 
Mary Immaculate Hospital Jamaica, New York Ves 
Notre-Dame De Lourdes Manchester, N. H. Yes 
St. Anthony’s Hospital Denver, Colorado Yes 
St. Anthony’s Hospital Pendleton, Oregon Yes 





St. Francis’ Hospital Colorado Springs, Colo. No 
St. Francis’ Hospital Peoria, Illinois Yes 
St. John’s Hospital Springfield, Illinois Yes 
St. Joseph’s Hospital Chicago, Illinois No 
St. Mary’s Hospital Duluth, Minnesota Yes 
St. Vincent’s Hospital Portland, Oregon Yes 
*Read before the Sectional Meeting on X-Ray Service, June 15, 1937, 


during the Twenty-Second Annual Convention of the Catholic Hospital Asso- 
ciation of the United States and Canada. 
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As X-ray technology is a field auxiliary to medicine 
and nursing, it is logical for these schools to establish 
and conduct such courses under the specific direction 
of the department of radiology. 

A recent survey of facilities in the United States 
for teaching radiological technicians revealed a great 
lack of uniformity in the various courses included in a 
radiological technology curriculum. This is demon- 
strated by the figures in Tables I, IT and ITI. 


TABLE II. Educational Prerequisites to Courses Offered in 
Radiological Technology in Nine Catholic Institutions, 1935 








Educational Prerequisites Institutions 





Not - 
Completion of Secondary Education 
Nurse’s Certificate 
Completion of 


PEE ac cenncenskanden’ eas 4 
vec hend bcs eaeeatwdend keane kee men 1 
Secondary Education or 





TABLE III. Length of Courses Given in Radiological 
Technology in Nine Catholic Institutions, 1935 











Institutions 

Length of Course No Per Cent 
Bi SEE ca ws eksand ce cenane pee ears ? 22.2 

One-Week Course given Biannually by a Com 

ka ea as be airs ke wie ee | 11.1 
Three Months ........... 1 11.1 
Six Months ....... ' 1 11.1 
Nine to Twelve Months 1 11.1 
Twelve Months .............. 1 11.1 
Twelve to Fifteen Months 1 11.1 
Nine to Eighteen Months - 11.1 
SC nds Adhieeaeewead eat 9 100.0 





In the survey conducted March, 1937, particular 
attention was paid to courses offered under Univer- 
sity auspices through schools of medicine and their 
departments of radiology. A questionnaire was sent 
to the deans of the medical schools in the United 
States, approved by the American Medical Associa- 
tion. Of the 77 schools thus approved, 24, or 88.8 per 
cent of the group are teaching X-ray technicians, either 
informally or through formal courses. These are listed 
in Table IV. 

The prerequisites and length of courses in these 
schools vary almost as greatly as those given in non- 
collegiate schools, as is manifested by the accompany- 
ing Tables V and VI. 


“Only nine months are required for graduate nurses, eighteen months for 
high-school graduates. 
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ABLE IV. Names and Locations of Twenty-Seven Institutions 
That Conduct Courses in Radiological Technology and 
Supplied Data for the Study, 1937 








Locations 
Albany, New York 
Dallas, Texas 
Omaha, Nebraska 
Durham, N. Carolina 
Atlanta, Georgia 
Baltimore, Maryland 


Institutions 


Albany Medical College 

Boston Univ. School of Medicine 
Creighton Univ. School of Medicine 
Duke Univ. School of Medicine 

Emory Univ. School of Medicine 

Johns Hopkins Univ. School of Medicine 
Medical College of Virginia Richmond, Virginia 
Meharry Medical College Nashville, Tennessee 
New York Medical Col. and Flower Hospital New York, N. Y. 
Northwestern Univ. Medical School Chicago, Illinois 

Saint Louis Univ. School of Medicine St. Louis, Missouri 
State Univ. of Iowa College of Medicine Iowa City, Iowa 

Univ. of Arkansas School of Medicine Little Rock, Arkansas 
Univ. of Buffalo School of Medicine Buffalo, New York 
Univ. of Cincinnati College of Medicine Cincinnati, Ohio 
Univ. of Colorado School of Medicine Denver, Colorado 
Univ. of Kansas School of Medicine Lawrence, Kansas 
Univ. of Minnesota Medical School Minneapolis, Minnesota 
Univ. of Oregon Medical School Portland. Oregon 
Nebraska College of Medicine Omaha, Nebraska 
Univ. of Pennsylvania School of Medicine Philadelphia, Penn. 
Univ. of Tennessee College of Medicine Memphis, Tennessee 
Univ. of Texas School of Medicine Galveston, Texas 
Univ. of Virginia Department of Medicine Charlotteville, Va. 
Univ. of Wisconsin Medical School Madison, Wisconsin 
Washington Univ. School of Medicine St. Louis, Missouri 
Western Reserve Univ. School cf Medicine Cleveland, Ohio 








TABLE V. Academic Prerequisites to Courses in Radiological 
Technology Offered in Twenty-Seven Institutions 








Institutions 








Prerequisites No. Per Cent 
EI fick thse bate ie herikeaneteks 11 40.8 
Completion of Secondary Education.......... 8* 29.6 
Nurse’s Certificate, or Stenographer ........... 1 3.7 
Nurse’s Certificate (prefer 2 years’ college).... 2 7.4 
Two Years’ College (one accepts H.S. diploma) 2 74 
Two Years’ College, or its equivalent.......... 1 43 
University or College Degree................ a 7.4 
MM ik aac sarn a: vaeGnees eae oem 27 100.0 

“One accepts the equivalent of a high-school diploma: five prefer college 


work. 
One requires a minimum I.Q. of 100; the other accepts graduate nurses 
also. 





TABLE VI. Length of Courses in Radiological Technology 
Offered in Twenty-Seven Institutions Studied 











Institutions 

Length of Course No. Per Cent 
DES chute das or eKnuciesi0eeeue ue 3 11.1 
SE MN Sc cawabecksieesasdawasanwen 4 14.8 
DE eet der out ehaa cecdunavawhooe 15 55.6 
I laa ar cock dats tgNG ace Geek irSone we oe vate as 2 7.4 
Sl ore eth taal eich abide eco 2 7.4 





Many respondents to the questionnaire expressed 
their regret that closer connections do not exist be- 
tween the university and the hospital in regard to the 
radiological technology course. 

Three of the schools included in the survey, how- 
ever, do conduct courses directly under university 
control through the department of roentgenology. In 
each instance, upon satisfactory completion of the 
course, a bachelor’s degree is conferred. One of these 
institutions, or 3.7 per cent of the three of the uni- 
versity group, has until now been offering a two-year 
course through the university hospital roentgenological 
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department only and carried no credits, but it is now 
organizing a course based upon the nursing cur- 
riculum (the completion of the basic nursing course 
which usually extends over a period of three years) 
and will lead to a bachelor’s degree in radiological 
technology. 

Two of the group, or 7.4 per cent, conduct courses 
directly under the control of the university through 
the director of the department of roentgenology. One 
of these combines its radiological instruction with 
courses in clinical laboratory. The emphasis of the 
course, however, seems to be on clinical laboratory 
technology, as a great part of the time is devoted 
to the application of technique in that field, and the 
degree is conferred in medical technology. The value 
of a good academic background, however, seems to be 
recognized by those responsible for the construction 
of the curriculum. 

The third school offers a four-year curriculum. The 
curriculum is devoted specifically to roentgenological 
technology and leads to a bachelor’s degree in that 
subject. The academic prerequisite consists of the 
completion of secondary education, special provision 
being made for registered nurses who wish to pursue 
this line of work. The curriculum is a fixed one with 
definite requirements. It embodies not only the strictly 
professional courses but also includes the elements 
of the broadly educational or cultural. These elements 
are contained in the scientific, literary, and philosoph- 
ical courses, totaling about 65 semester hours. 

The subjects given during the freshman and 
sophomore years include the basic principles of nursing 
and their application; the basic sciences, such as 
physics and inorganic chemistry, anatomy, pathology, 
physiology, bacteriology, and minor surgery; English, 
modern language, and philosophy. The advanced pro- 
fessional or specialized subjects in the techniques of 
roentgenography or radiation therapy are given in the 
junior and senior years; lectures and demonstrations, 
as well as field or practical experience, constitute 
the essentials in this course. The more difficult roent- 
genographic procedures, the essentials of office manage- 
ment, or similar techniques are definitely placed in 
the senior year. 

From the results of the survey it appears that the 
combination curriculums of several technology courses 
are being gradually discontinued. This seems to be 
a wise procedure because such courses are usually not 
only inadequate but also illogical. The field in either 
one is sufficiently extensive to occupy the majority 
of one individual’s time and special endeavor; any 
two technical fields are too large for one individual 
to master both since the present demands made in 
each of the special fields are very great. A need for 
individuals to prepare themselves to perform several 
types of duties occurs, however, specially in the smaller 
institutions or hospitals; but when a combination must 
be made, it would seem more advisable to combine 
the duties of the technician in one or other of the 
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fields with those of the nurse, for instance, clinical 
laboratory and nursing, radiological technology and 
nursing, and so on, rather than X-ray technology and 
pharmacy, or X-ray and clinical laboratory technology. 
The former scheme makes for better service or greater 
efficiency. 

Another reason why it is not wise to combine these 
duties is the fact that frequently the services cf a 
clinical laboratory technician and those of an X-ray 
technician, for instance, are desired at the same time. 
Obviously, a substitute can be more easily secured 
to perform the nursing duties than to perform those 
of a specialized technician. This holds true in case 
of illness or if at any time the technician is off duty, 
both departments are handicapped; besides the pres- 
ent demands made in each of the special fields are 
very great and these fields are too large for one in- 
dividual to master both or do justice to both types 
of work. Usually one of the two types of work suf- 
fers, and who is affected in the end—the patient. The 
course now offered by one University in the East 
is particularly adapted to fill needs such as this, and 
the special provision made by another institution for 
nurses who wish to specialize in this field is a solu- 
tion to the problem. 

Thus is made manifest the present trend of educa- 
tion for the X-ray technician. It is evident that, re- 
gardless of the detailed construction of the curriculum, 
the content must obviously be of university or college 
caliber. This is not surprising — you have already 
heard this afternoon, of the number of Sister tech- 
nicians who possess a bachelor’s degree in science 
or arts, while one has the distinction of possessing a 
master’s degree in science. This alone proves that 
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education on a high standard is necessary and is 
sought. Educators are making every effort to make 
such education available; it is hoped that those who 
are in the future to be trained in this line of work 
will be able to make use of these facilities and op- 
portunities. 

Attention has been called to the fact that there are 
many technicians now working in the field who may 
not have had these opportunities. Everyone knows 
what these pioneers in the field have done, how valu- 
able they are; it is upon their efforts that the techni- 
cian of today and tomorrow must build. These de- 
voted technicians love their work and their profes- 
sion and because they are devoted to the betterment 
of their profession, they are giving of their experi- 
ence, giving their best efforts to help the technician 
just entering this field. 

The technician already trained in the hard school 
of experience is now the leader, and it is safe to say 
that technicians in the field do want a more uniform 
and a higher standard of education than has hitherto 
been available for this group of professional work- 
ers. Why do they want it? Because their service is to 
Christ’s suffering members, to the afflicted and the 
sick. The best is not too good where human lives are 
involved. 

It is our firm hope that the individuals who in 
future are to be trained in this work will be given 
these advantages. Our Catholic Sisters engaged in this 
phase of hospital work, as has already been pointed 
out by a previous speaker, have always been among 
the foremost in their work and achievements. It is 
to be expected that they will continue to press for- 
ward to the goal and be the leaders in this endeavor. 


The Technique of Supra-Voltage 
Therapy for the Technician 


THE discussion of the duties of the technician 
in roentgen therapy within the region of 800,000 to 
1,000,000 volts should comprise a brief synopsis of 
the organization of such work and the more detailed 
description of the duties of the technical staff. 

The radiation institute has for its object the study 
of malignant and allied diseases and the treatment of 
such diseases medically, surgically, or radiologically. 
The medical and surgical treatments are carried out 
in Mercy Hospital and the radiological treatment in 
the Mercy Hospital Institute of Radiation Therapy 
which was dedicated on May 12, 1933. 

The radiation sources comprise radium and 140- 
kilovolt, 200 and 800-kilovolt roentgen rays. The 
latter radiation is used in deep and massive cancers 
as of the head, neck, and oral cavity, the thorax and 


Miss Hilda M. Waterson, R.N. 


chest organs, the abdominal and pelvic cavities, and 
the bones. The technician’s duties in the use of radium 
and 100, 200, and 400 kilovolts have been discussed 
and are known to most of you. Hence, this discus- 
sion will be confined to super-high-voltage roentgen 
therapy. 

The organization of the institute is as follows: 

I. The director supervises the work of all the 
divisions of the institute. 

II. The medical staff is divided into those treat- 
ing: 
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a) Gynecology and urology conditions; 

b) Diseases of thorax and extremities; 

c) Diseases of head, neck, oral cavity, and skin; 

d) Diseases of the blood and lymphatic systems. 

III. The technical staff comprises 

a) The electrical engineer and physicist ; 

b) The technician. 

IV. The clerical division is comprised of 

a) A social and follow-up worker ; 

5) A professional nurse; 

c) A record clerk and bookkeeper. 

It would not be possible to carry on the objects of 
the radiation institute without such an organization. 
The director should be familiar with the medical, tech- 
nical, physical, and clerical phases of the institute. 

The technical staff is charged with the duties of 
maintenance of the transformer and tube and with the 
management of the patient while under treatment. 

It is obvious that engineering duties are assigned 
to an electrical engineer. He should be a graduate 
of a school of engineering, should be well trained in 
the repair and adjustment of the transformer, tube, 
and accessories. He should possess a practical knowl- 
edge of physics. These requirements are essential. 
It is unthinkable that a layman should supervise 
such highly expert duties. 

The physical problems of such high-voltage roent- 
gen rays must be explored as they are practically 
unknown. Roentgen rays should not be used in the 
treatment of human ills, especially of massive and 
internal cancers without the knowledge of the action 
of rays on the body and tissues in relation to the 
distribution of radiation intensities, the variations 
caused by changing the size of portals, the target skin 
distances, and the filters. Hence the physical founda- 
tions should be determined. 

The care of the patient is assigned to a_ profes- 
sional nurse, who is known as the technician. Her 
duties are the collection of clinical data, the arrange- 
ment of the patient for treatment and the study 
of the effects of the radiation on the tumor, the skin, 
and body. 

The requirements for the technician are first, she 
should be a registered nurse; secondly, she should 
have had experience of at least three years in private- 
duty nursing; thirdly, she should have had special 
. training in the care and observation of patients dur- 
ing radiation treatment under the supervision of 
the radiologist. 

The duties of the nurse-technician to the patient 


are: 

1. Preparatory: as the study of the clinical history; 
the preparation of the patient, such as evacuation 
of the bowels and bladder; arrangement of the pa- 
tient on the treatment table, exposure of the area 
to be treated and protection of areas surrounding 
the radiation field. 
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2. Anatomical: as a knowledge of topographical 
anatomy and size and location of the tumor growth. 
This necessitates the measurement of the external 
body diameters, while the internal measurements are 
made by the medical attendant. 

3. Clinical: the general condition of the patient, 
including urine and blood analyses. The latter are 
repeated at weekly intervals during the course of 
treatment. 

4. Careful observation and recording of radiation 
reactions in the skin, such as reddening and blister- 
ing; and in the body, such as loss of appetite, vomit- 
ing, and lassitude, and the reporting of these changes 
to the attending roentgenologist. 

5. Keeping a daily record of the time, location, 
and duration of each treatment. 

It is absolutely essential that inquiry be made 
as to any previous treatments the patient might have 
received elsewhere. If the skin shows radiation 
changes, such as tanning, telangiectases, atrophy, or 
induration, radiation should not be applied. The 
nurse should discuss these findings with the med- 
ical attendant before starting treatment. 

I have brought with me a few slides which show 
the plan of the institute. 


HOSPITAL DIRECTORS HOLD MEETING 


The semiannual meeting of the Board of Directors of the 
Montana Conference of the Catholic Hospital Association 
of the United States and Canada, was held at the St. Clare 
Hospital, Fort Benton, Saturday, November 27. The meet- 
ing was held here at the invitation of Sister Mary Ignatius, 
superior of the institution. 

The Right Reverend Bishop E. V. O’Hara of Great Falls, 
presided and a tentative program was outlined for the next 
meeting, which will be held in Missoula in May, 1938. 

Fifteen hospitals in Montana are members of the Asso- 
ciation, which was organized in 1932. The object of this 
organization is to formulate plans whereby the increased de- 
mand for efficiency in the various phases of each depart- 
ment in the hospital, may be more effectively carried out by 
promptly assisting and co-operating with physicians. The 
patient, therefore, who is the most important person in the 
hospital, receives the very best medical and surgical skill 
obtainable. 

Some of the topics that were considered are: Social Se- 
curity as it pertains to the hospital; labor, nonprofession, in 
the hospital; Vario’s legal aspects in relation to state laws 
and association laws; educational requirements for the med- 
ical technologist and the degrees in the nursing field. 

Those present at this meeting were: Bishop O'Hara, Great 
Falls; Sister M. William, President, Miles City; Sister M. 
Linus and Sister Benigna, Butte; Sister Corona and Sister 
Jean Marie, Billings; Sister Regina, Miles City; Sister 
Germaine and Sister Taransella, Havre; Mother Theosebia, 
Lewistown; Sister M. Magdalen, Missoula; Mother Gauden- 
tia, Sister Aquiline, Sister Francis Maureen and Sister M. 
Wilhelmina, Great Falls. 

Through the courtesy of Doctor Anderson the Sisters were 
shown the historic spots of Fort Benton. 

The visitors, while in the city, were tendered a dinner 
by the Sisters of Providence at the local hospital. 





















IT IS a pleasure to welcome the Annual Con- 
vention of the Wisconsin Conference of the Catholic 
Hospital Association to Ashland, Wisconsin. It is 
certainly significant that the year in which we cele- 
brate the third centenary of Father Marquette’s birth, 
that we should hold our annual meeting in the town 
in which the famous Jesuit missionary began to 
formulate his plan or campaign to explore the Missis- 
sippi region. 

More than two hundred and seventy-five years 
ago another Jesuit missionary, Father René Menard 
(August 1-10, 1661) was the first Catholic priest to 
come to this country. He landed on the shores of 
Chequamegon Bay to visit the Indian tribes and 
it was here that the first in the 
territory of Wisconsin. From this point the other 
missionaries struck south. There was Father Allouez 
who left for the DePere mission. From this section 
Father James Marquette left for southern fields. 

Thanks to the hospitality of His Excellency, the 
Most Reverend Bishop Reverman, we have come 
north (to some us it seems the most northern 
part of the state) to plan our campaign in nursing 
as the missionaries of old organized themselves in 
this locality for spreading the same Kingdom of 


God. 


Mass was offered 


of 


The Wisconsin Conference Meeting 
I. President’s Address 


Sister Mary Bernadette, §.§.M., R.N., Pb.R. 


We owe a debt of gratitude to Father Goebel, who 
leaves his many tasks in Milwaukee, to direct us in 
our discussion for improving the spiritual life in our 
hospitals. The Franciscan Fathers of Ashland, as the 
true missionaries of the north, have certainly en- 
.ouraged us by their perseverance as missionaries 
among the Indians of Wisconsin. 

It is also interesting that the special problem for 
convention ; 


at this 


pitalization, was faced and partially answered a quar- 


discussion namely, group hos- 
ter of a century ago when this locality was a thriving 
lumber center. The career of a certain John Hickey 
reads almost like a Paul Bunyan story. John would 
travel from one lumber camp to another selling tickets 
to the lumberjacks, so as to assure them of hos- 
pitalization in case of accident. Whole camps would 
buy these tickets for one season and would thereby 
be insured against possible calamities. The lumber- 
jacks of those days were more honest than most peo- 
ple. A story is told of one who made use of his sea- 
son ticket to go to a Catholic hospital for the cure 
of a cold, however he discovered that the Sister who 
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nursed him seemed sicker than he was, so he got out 
of his bed and went back to work. 

Those days are past. John Hickey, the genius of 
lumberjack insurance, died a mysterious death. More- 
over, time and people have changed, but the same 
problem remains to care for the sick who have little 
or no worldly means. 

Doctor Sargent, the president of the State Med- 
ical Association, has generously consented to come 
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north to tell us what the State Medical Association 
thinks of group hospitalization. The methods of the 
Association should certainly be an improvement on 
John Hickey’s. 

Mr. Crownhardt, who has worked so untiringly 
on this problem by keeping us informed on legis- 
lative procedures and by advising us what to do 
in a crisis, is also present to take part in this timely 
discussion. 


II. Minutes of the Annual Meeting 


The Wisconsin Conference of the Catholic Hospital 
Association of the United States and Canada held its 
annual convention in Ashland on Sunday and Mon- 
day, September 19 and 20, 1937. 

The meeting opened with High Mass in St. Joseph’s 
Hospital chapel at 10:00 o’clock. Rev. E. Goebel was 
celebrant. He also delivered the sermon. 

The meeting formally opened at 11:30 o’clock in 
the assembly hall at the nurses’ home. Sister Mary 
Bernadette, S.S.M., President, opened the meeting with 
prayer. Greetings from His Excellency, Bishop Rever- 
man of Superior, from Rev. Father Schwitalla, S.J., 
President of the Catholic Hospital Association, and 
from Rev. Eugene Gehl, were read. Next followed 
the President’s address and an address by Sister M. 
Edeltrudis, Superior of the hostess hospital, St. 
Joseph’s. 

Minutes of the last annual meeting held in Madi- 
son at St. Mary’s Hospital in October, 1936, and of 
the Board meetings held in Milwaukee in April and 
in August, 1937, were read by Sister Mary Marcel- 
line, acting Secretary. The Treasurer’s report was also 
read by Sister Mary Marcelline, S$.S.M. 

The appointment of a Nominating and a Resolu- 
tions Committee brought the morning session to a 
close. 

1:00 p.m. Luncheon was served in the hospital 
dining room. 

2:00 p.m. Meeting resumed; Rev. E. Goebel, Direc- 
tor of Education, Archdiocese of Milwaukee, presid- 
ing. Doctor James Sargent, Milwaukee, President, 
State Medical Association, gave a report on Decision 
of the State Medical Association on Group Hospital 
Service. 

Discussion opened by Mr. J. George Crownhardt, 


Madison, Secretary, State Medical Association. Gen- 
eral discussion followed. 

Meeting adjourned at 4:30 o'clock. 

The session on Monday morning opened at 9:00 
o'clock, with Rev. E. Goebel presiding. 

A paper entitled “Ward Problems” was presented 
by Sister M. Augusta, O.S.F., R.N., M.A., St. Joseph’s 
Hospital, Milwaukee. 

Discussion in the form of questions was presented 
by Sister M. Olympia, R.N., M.A., St. Mary’s Hos- 
pital, Wausau. 

An active discussion from the floor followed. 

Rev. E. Goebel gave a short résumé of his inspec- 
tion of the Schools of Nursing in the Archdiocese of 
Milwaukee. The meeting was then turned over to 
Sister Mary Bernadette, who called for the reports of 
the Resolutions and the Nominating Committees. 

The decision of the Nominating Committee was 
unanimously acted upon: 

The officers for 1937-1938 are: 

President: Sister M. Edeltrudis, 
Joseph’s Hospital, Ashland. 

First Vice-President : Sister M. Bartholomea, S.S.M.., 
Mercy Hospital, Oshkosh. 

Second Vice-President: Sister M. Seraphia, C.S.A., 
St. Agnes Hospital, Fond du Lac. 

Secretary-Treasurer: Sister M. Odilo, P.H.J.C., St. 
Mary’s Hospital, Superior. 

Directors: Sister Mary Bernadette, S.S.M., St. 
Mary’s Hospital, Madison. Sister M. Olympia, St. 
Mary’s Hospital, Wausau. Sister M. Augusta, O.S.F., 
St. Joseph’s Hospital, Milwaukee. 

Respectfully submitted, 
Sister Mary Marcelline, S.S.M., 
Acting Secretary-Treasurer. 


PHJ.C., St. 


III. Resolutions 


Be it hereby resolved that this Conference express 
its unanimous support to the parent organization, the 
National Association, to its officers and President, 
the Reverend Father Schwitalla, and its appreciation 
of the interest manifested by the National organiza- 
tion in the activities of the Wisconsin Conference. 

Be it hereby resolved that the Wisconsin Confer- 





ence here assembled express to His Excellency, the 
Right Reverend Theodore H. Reverman, the Bishop 
of this diocese, its allegiance and appreciation. 

Be it further resolved that the Wisconsin Confer- 
ence express its appreciation to the Reverend E. Goebel 
for his interest and participation in its 1937 program. 

Be it further resolved that all delegates of the pres- 




















December, 1937 


ent Conference express their appreciation for the hos- 
pitality of the hostess hospital, St. Joseph’s, to Sister 
Superior and her Sisters, and to all who have assisted 
them in making the hospital and school the conven- 
tion headquarters for this conference. 

Be it further resolved that the Conference express 
its appreciation of the services of the members of the 
Advisory Council, Father E. Gehl and Dr. J. Sargent, 
for their continued interest in the affairs of the Wis- 
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consin Conference and their ready assistance upon our 
program. 

Be it further resolved that the Wisconsin Confer- 
ence, in convention assembled, inform its member hos- 
pital of the proposed research plan of the committee 
of the State Medical Society, and that this conven- 
tion go on record as ready to assist, respond, and in 
any way possible further the investigations of said 
committee. 


Ward Problems 


SOCIAL SECURITY the big watchword of today, 
has brought us many new problems which we were 
not fully aware of in the past. The demand for health 
insurance, for group hospital service, for shorter work- 
ing hours, for better recreational facilities, has vitally 
affected hospital administration. The purpose of this 
introduction, therefore, is to present for your con- 
sideration the most outstanding problem in ward ad- 
ministration — staffing the ward. 

Depending upon the nature of the hospital and the 
variety of personnel rendering service to the sick, our 
problem varies with the individual institution. We 
have for consideration therefore: 

1. The hospital which employs graduate and stu- 
dent nurses only. 

2. The hospital with graduate and subsidiary staff. 

3. The hospital with graduate, student, and sub- 
sidiary staff. 

4. The hospital with religious and secular nurses. 

. The hospital with graduate nurses only. 

. The hospital located in the large city. 

. The hospital in the smaller community. 

. The large hospital with large staff of nurses. 
. The small hospital with a few staff nurses. 

Staffing hospitals belonging to the various classifica- 
tions listed, will constitute a greater or lesser prob- 
lem in individual cases. Adequate staffing is the major 
problem in almost every instance. Under adequacy 
we include “quality” as well as “quantity.” A few 
years ago, the consideration of quantity hardly existed. 
Most institutions could get as many nurses as they 
felt were needed to care for patients. Administrators 
were concerned primarily with the quality of its 
nursing staff. Times have changed. We are forced by 
necessity to sacrifice or at least minimize quality for 
quantity. We are obliged to disregard, to overlook 
many shortcomings of applicants for staff positions to- 
day which meant a great deal to us in the past, in 
order that we might be able to staff our wards numer- 
ically adequate at least. We accept the quality we 
can get for the quality we would like to have. 

Less than five years ago, we would not accept a 
graduate nurse for a staff position unless we had on 
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file, references, recommendations, not of one applicant, 
but of several; we had to have a selection from which 
to choose. If a graduate nurse sent in an application 
by mail and did not enclose a postage stamp for a re- 
ply, she never received the reply. Our entire pre- 
liminary program toward her acceptance implied a 
great deal of careful and thoughtful consideration. 
We need only to investigate the advertisement columns 
of hospital and nursing magazines of then and now. 
Then — “positions wanted” — filled the space. Now 
— “positions open” — attracts our attention. Hospitals 
all over the country are seeking more nurses to staff 
their wards. They accept applicants without the tradi- 
tional preliminary investigation. Inquiries concern- 
ing the applicant are sent out after she has been ac- 
cepted rather than before, lest perhaps she escape 
to some other haven before credentials can be secured. 
This is a gloomy picture, a sad state of affairs, and to 
some of you may seem somewhat exaggerated, yet it 
is a condition which exists not only in the small hos- 
pital in a small town, but in the larger hospitals in 
the big city as well. 

Why this shortage, this inadequacy? Hospitals have 
been charged, by the graduate nurse herself, that staff 
nursing holds no future for her. What future possibili- 
ties does she expect? What is it that we can give 
her that we have not offered in the past? It is peculiar 
to most of our Catholic hospitals that administrative 
positions are filled by members of the community, and 
rightly so, consequently promotion to such positions 
is seldom realized. In some of our hospitals where 
such positions are occasionally filled by a secular nurse, 
it is usually a compromise and the lay supervisor 
does not carry the same prestige as the Sister would, 
or as she would in a secular hospital. She is generally 
just pinch-hitting for a Sister and she knows it, the 
doctors know it, the patients know it, and altogether 
this detracts from her own appreciation of such pro- 
motion. If she is ambitious and wants to advance her- 
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such future possibilities are available. 
Other opportunities, such as seniority rank in hos- 
pitals are seldom customary. The private-duty nurse 
establishes a reputation for herself by her faithful 
practice which creates a demand for her service and 
consequently increases her income. The public-health 
nurse generally receives a remuneration based on tenure 
of service. The nurse in governmental or municipal 
positions receives a salary far above that of the staff 
nurse in a private hospital. What opportunities could 
seniority rank offer the staff nurse? A salary scale 
based on tenure of service might compensate for her 
efforts. Generally the graduate who has been in service 
over a longer period of time is expected to carry more 
responsibility without special remuneration. A salary 
scale based on tenure of service would also encourage 
staff nurses to remain on the staff and consequently 
the hospital could offer better service to its patients. 

Educational opportunities are sometimes offered staff 

nurses. These promote a better spirit and stimulate 
improvement of the individual. Programs planned by 
someone interested in educational activities, providing 
both professional and cultural material cannot but 
. Stimulate those participating in them. Journal clubs 
have been organized for the purpose of studying pro- 
fessional problems. Sewing circles have been estab- 
lished, and various other activities which have both 
an educational as well as recreational value. 

Recreational facilities should be provided. Lounges 
or restrooms which provide comfort during hours of 
duty, social functions may be planned. 

A few years ago, an article appeared in one of the 
hospital magazines, entitled “Don’t Forget the Woman 
in the Nurse.” Every nurse needs some consideration 
outside of her professional activities. In order to get 
the most out of life she needs more than the mere 
satisfaction derived from her work. Work, if too pro- 
longed and too strenuous, wears her out, makes her 
incompetent, robs her of interest and detracts from 
the natural satisfaction which the average person 
derives from any worth-while activity. The graduate 
nurse must expend her energies, with interest, en- 
thusiasm for the thing she is doing, or she will find 
herself camped on a plateau, lost to the world which 
should be a better place because she is in it; lost to the 
profession because she is not living up to its standards, 
and most tragic, lost to the Master whose work she is 
carrying out in her own sphere. We can rescue her 
from this danger, we can help her climb the path to 
success, we can spare her the embarrassment of be- 
coming an object of sympathy to the rest of the pro- 
fession by providing such working conditions which 
will enable her to live as a professional woman. The 
teacher, the secretary, the clerk, or stenographer, as 
well as the chambermaid have regular hours for work 
or leisure. If the eight-hour day is necessary for ef- 
ficient work in other fields why not for the nurse? 
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She needs just as much time for recreation and rest, 
her body and soul need just as much restoration as 
that of any other worker. 

Further, are we expecting too much of her when 
we base the standard for a working day of the secular 
nurse on that set by the religious nurse? When we 
ask her to work as many hours during the day as the 
Sister nurse does? Generally the Sister nurse has a 
better practical background of experience, patients 
have more confidence in her, they know she is doing 
her work for a higher motive, some seem to think that 
the only motive of the secular nurse is to make a 
living, and sad to say it sometimes is true. A patient, 
in one of our hospitals where both secular and re- 
ligious nurses were on duty, refused to accept the 
services of the lay nurse preferring those of a candi- 
date with a very limited experience. The standard, 
therefore, which we apply to the nurse must be based 
on her professional and personal needs, rather than 
on those established by an extraneous group. Can the 
secular nurse work efficiently during a 10-hour day, 
a 6'%-day week, a 51-week year, as the religious nurse 
does ? 

Unless we provide conditions which will attract 
the graduate nurse to the staff we will ultimately 
find ourselves in a position where only such nurses 
who cannot find employment in other fields, or whose 
only recommendation is their inefficiency, will be avail- 
able for staff duty. The purpose of this presenta- 
tion is to provide a challenge which will call for further 
discussion and consideration of so vital a problem in 
our hospitals today. Suggestions which have been of- 
fered by others in various professional references might 
be summarized : 


1. Eight-hour day, and 48-hour week. 

2. Opportunities for advancement. 

3. Adequate remuneration for service rendered. 

sick leave, vacation allowance with 


* 


Privileges - 


Stathng the Ward 
[. Staffing the Hospital Ward 
1. Can we get as many nurses as we need for the 
care of our patients? 
How many hospitals have subsidiary work- 
ers to meet the shortage ? 
How many have student nurses and need more 
graduates for service ? 
4. How many understaffed hospitals are located 
in the large city? 
5. How many in smaller communities ? 
II. Opportunities for the Graduate Nurse 
1. What opportunities for advancement do we 
offer ? 
2. Is there any organized effort toward staff 
education ? 
3. Who is responsible for this ? 
. Of what does this program consist ? 
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III. Remurieration 
The average salary range as observed from 
nurse-placement services ranges from $60 to 
$75 per month with maintenance. 
1. Are we paying less than $50 with full main- 
tenance ? 
2. How many pay more than $75 with main- 
tenance ? 
3. How many do not provide maintenance ? 
4. What allowance is made for salary if no main- 
tenance is provided ? 
. Is there a salary scale based on tenure of 


5 
service ? 

6. Are nurses allowed vacation with pay? How 
much ? 

7. Are nurses granted a sick leave with pay? 
How long? 


8. If ill, do staff nurses receive free hospital care ? 

9. If free care is not provided what special rates 
are offered ? 

. Does the nurse receive maintenance free when 
temporarily indisposed or is she charged for 
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maintenance if she lives at the hospital ? 
IV. Hours of Duty 
1. What is the length of the working day? 
2. What is the length of the working week? 

3. Is the working day of the secular nurse based 

on that for the Sister doing bedside nursing? 

4. What are the hours of duty for the night 
nurses ? 

5. Do nurses work straight 
hours ? 
V. Recreation 

1. What recreational facilities are offered the staff 
nurses ? 

2. Are staff nurses allowed the use of the hos- 
pital or school library ? 

3. If the staff nurses live outside of the hospital, 
what facilities for rest during hours off duty 
are provided ? 

4. Are staff nurses expected to go to their room- 

ing quarters during hours off? 
. What facilities for hot meals for night nurses 
are provided ? 


shifts or broken 


Ww 


Out-Patient Service —A Round-Table 
Discussion .- 
I. Introductory Statement 


Sister Albertine: Mr. Chairman and Friends: 

IN THIS paper we wish to discuss the out-patient 
clinic conducted exclusively for the needy poor who 
require medical attention. 

Nursing the sick is praiseworthy; it is considered 
a noble work. But great and enduring good can be 
effected by teaching the members of a community 
to care for themselves in both health and illness. No- 
where can there be found a better opportunity for 
teaching health than that provided by the out-patient 
clinic. We shall direct our attention to this phase of 
the work. Mindful of our Blessed Lord’s words, “As 
often as you have done it to these My least brethren, 
you have done it unto Me,” we shall be fully conscious 
of the privilege that is ours in serving the poor. 

Always with this thought uppermost in our minds, 
let us consider how we may conduct our clinics to 
the very best advantage, first for the patient, secondly 
for the community, and thirdly for the student nurse. 

At the outset let it be understood that definite or- 
ganization is essential. The usual procedure is to de- 
velop the general arrangement of the services in the 
clinic to correspond, as nearly as possible, to that of 
the indoor service. Having the chief of each indoor 
service responsible for that service in the out-patient 
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department, keeps the clinic running smoothly. This 
plan also facilitates the work, because the doctors 
of the various services know their patients, having 
seen them in the clinic, on the ward, and again at 
their follow-up visits to the clinic. This procedure has 
the effect of making the patient realize that he is 
being treated as an individual, and that he is not 
merely a “case.” He has an assurance that the doc- 
tor knows him, is keenly interested in him and, as a 
result, he gives the doctor his confidence. 

In order that the greatest amount of good may 
be accomplished in “health teaching,” it is essential 
to know the patient intimately; i.e., to be aware not 
only of his present physical condition, but of his 
past health, and to have a knowledge of his family 
history and of his own adjustments in the community. 
Above all by our sympathetic kindness and sincere de- 
sire to help him, we must merit from the patient his 
sincere co-operation. 

Though each patient admitted to our out-patient 
department presents an individual problem, there is 
a feature common to the treatment of all; viz., the 
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purpose of treating them without hospitalization, and 
thereby keeping them active members of their respec- 
tive communities. The acute cases are admitted to hos- 
pitalization early, with the result that their time in 
the hospital is shortened. 

In considering the more important factors in help- 
ing the patient, we may refer to a few specific cases 
as illustrations. The man who is admitted with gastric 
disturbances probably tells the doctor that he thinks 
he has indigestion. After examination the condition 
is diagnosed as gastric ulcer, and this finding is con- 
firmed by X-ray examination. The doctor prescribes, 
orders a diet, and asks the patient to report at the 
end of a week. The diet then is very carefully ex- 
plained to the patient by the nurse, and not in- 
frequently she learns that he cannot afford the extra 
milk. After a few questions, the nurse will discover 
that the patient is incapable of following the doctor’s 
instructions. This problem is referred to the hospital 
health nurse.* She may find that the difficulty is lack 
of knowledge of food values, and a change of budgeting 
is all that is necessary. The patient may be requested 
to bring his wife to the clinic, where an interview is 
arranged for her with the dietitian. Readjustments are 
made which not only help the patient, but the family 
as well. 

In the case of diabetes the patient is sometimes a lit- 
tle fearful. The thought of a restricted diet and treat- 
ment with insulin by hypodermic frightens him. After 
the doctor has estimated the diet and regulated the 
dosage of insulin, the patient is referred to the dieti- 
tian who makes out his diet list. The hospital health 
nurse* then arranges for the insulin, the hypodermic 
syringe, and needles. If the patient is to administer 
the insulin to himself, the nurse in the clinic explains 
the technique to him. Her lesson will include the 
sterilization of the needle and syringe, the preparation 
of the skin, and a demonstration of the injection, in 
which normal saline is used. The patient then gives 
himself the injection under the nurse’s supervision. 
If she is convinced that he will be able to carry on 
satisfactorily, she will give him further detailed in- 
struction, and report to the hospital health nurse that 
the lesson has been satisfactory. Sometimes the pa- 
tient is too nervous even to attempt to look after 
himself, and in this instance other arrangements are 
made. If the patient can come to the clinic, the insulin 
will be given to him there, but always he is en- 
couraged to try it himself, since that is much more 
convenient for him. 

Patients who live at some great distance from the 
clinic are taught to test the urine for sugar. Some 
are able to keep sugar free for long periods. Insulin 
patients are thoroughly instructed with regard to the 
symptoms of hypo and hyperglycemia, and the re- 
spective treatments. The members of the family are 


*Many of the functions assigned in this paper to the hospital health nurse, 
are performed in the United States by the Medical social worker. 
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likewise made aware of the indications of shock and 
the treatments. 

In the case of the prenatal patient, particularly 
the primipara, it is found that she enters the clinic 
in a receptive frame of mind. During her first visit 
the hospital health nurse endeavors to establish a 
friendly relationship; it is her aim to make the pa- 
tient feel quite at home among friends who are kindly 
interested in her. Very quickly she will gain the con- 
fidence of the expectant mother, and will learn whether 
it is her intention to come to the hospital or to remaia 
at home for her confinement. The routine medical ex- 
amination follows, and this includes determination of 
weight, blood pressure, microscopic urine analysis, 
Wassermann reaction, and estimation of hemoglobin. 
During each procedure the nurse explains its signifi- 
cance to the patient. The doctor then sees the patient, 
and after his examination and instruction she is re- 
ferred to the hospital health nurse who, at the doctor’s 
request, will ascertain how thoroughly she has compre- 
hended the instruction received. The nurse impresses 
the patient with the importance of following out con- 
scientiously the doctor’s orders. She may find it 
necessary to stress in greater detail the importance of 
keeping to a well-balanced diet, of drinking much 
water, of keeping the skin in a clean, healthy condi- 
tion, and of being vigilant about proper elimination. 
The nurse will also advise her of the necessity of rest, 
fresh air, moderate exercise, and suitable recreation, 
and show that her condition is simply that of normal 
functioning, and that she should have a happy, healthy 
outlook toward her approaching motherhood. The 
preparation of the layette is discussed and the patient 
is encouraged to make her own baby clothes. If she 
is not accustomed to sewing she will be accompanied to 
the prenatal sewing room, where she is given all the 
help she desires, and to which she may bring her ma- 
terial. In show cases are models of hand-made baby 
clothes which are changed according to the seasons. 
This silent teaching of the mother is most satisfactory. 
Before the patient leaves the clinic, she is reminded of 
the date of her return appointment. During her sub- 
sequent visits the patient is always free to discuss with 
the hospital health nurse any difficulties that may 
arise. Wholesome literature is provided for the patient, 
especially that type which is particularly useful in 
counteracting the pernicious effects of birth-control 
propagandists. After her confinement and before she 
leaves the hospital, the patient is given an appointment 
to return to the clinic, for her post-natal examination. 
She is further advised to bring the baby to a well-baby 
clinic. During her final visit the hemoglobin is esti- 
mated and a physical examination given. If her condi- 
tion is found to be satisfactory, she is discharged from 
the clinic. 

We have given in some detail the individual care 
of these types of patients to show how valuable is the 
instruction that they receive, not only to themselves, 
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but indeed to their acquaintances, to whom they will 
pass along the information that has been gleaned. 

A well-organized clinic is a great boon to the com- 
munity which it serves, both by direct and indirect 
contact. The clinic is essentially a health center, and 
the instruction given to the patient is further propa- 
gated by the patient and by the members of his family. 
It is frequently found that the cardiac patient, the 
diabetic patient, the patient with gastric ulcer, and the 
nonactive tuberculous patient, all act as self-appointed 
instructors in their respective communities. If the pa- 
tient is intelligent, and has been carefully taught at 
the clinic, he will be a health teacher who will reach 
homes whose inmates might never solicit help from 
the medical profession, due either to financial em- 
barrassment or lack of appreciation of professional 
medical attention. From an economic standpoint alone, 
it must be appreciated that the help given by the clinic 
which enables a man to remain “on the job” instead 
of becoming a public charge is a profitable investment 
for a community. So much then for what is a some- 
what disconnected review of the work done for and 
by the patient. We may now direct our attention to 
the pupil nurse in the clinic. 

The nurse spends one week in the out-patient depart- 
ment early in her junior year for observation only. 
During this time she becomes acquainted with the 
public health agencies, visiting-nurse organizations, 
and the function of the hospital health department. 
During this period when she has learned about the 
many social agencies working in the community, she 
realizes the interdependence of the medical, nursing, 
and social work. This week is an excellent introduction 
to the nurse’s later term of eight weeks in the clinic. 
The assignments should be made very carefully, so that 
the pupil nurse may participate to the fullest in the 
opportunities afforded. The following schedule has 
been found to be satisfactory. 

Schedule for nurse during the term of eight weeks — 
intermediate year : 

Ist Week, Morning — General Medicine; Afternoon 
— Pre- and Post-Natal. 

2nd Week, Morning — Specialties in Medicine: 
chest, heart, diabetes, etc.; Afternoon — Venereal 
Diseases and Relief on Floors. 

3rd and 4th Week, Morning — Gynecology and 
Urology; Afternoon — Relief on Floors. 

5th and 6th Week, Morning — Surgery; Afternoon 
— Emergency. 

7th and 8th Week, Morning — Ear, Nose and 
Throat; Eye or Dental; Afternoon — Filing; Index- 
ing; Relief on Floors; Writing of Essay or Case 
Study. 

By following out these programs, every phase of 
the department is covered. It is arranged that the 
nurse who works in the chest clinic in the morning 
relieves in the chest wards in the afternoon, and 
similarly in each department that sequence of work 
is carried out. By this arrangement the nurse is aided 
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in the linking up of the different stages of disease, and 
in the case of operation she observes the progress 
after operation. In the out-patient department her 
function as “teacher of health” is what the nurse 
should be made to realize. Her responsibility as teacher 
exists not only while she is working in the hospital, 
but even more particularly in her relations with the 
members of a community after she graduates. ‘This 
duty will always remain with the nurse, whether she 
undertakes private duty, public health nursing, or 
institutional work. The experience of the nurse in the 
out-patient department is a far greater source of 
revelation to her about human nature, than that which 
she has had in the wards. Here she meets with phys- 
ical, psychological, and sociological problems often 
unknown in the hospital proper. It is a keen source of 
gratification to see the response of the almost hopeless 
patient to that nurse who is able and glad to cope 
with the situation, and who “makes good” in the 
clinic. It is hard to define exactly her requirements, 
unless we state them as all those requisite for a good 
nurse, especially a kindly, sympathetic understanding 
and a just appreciation of human nature — in short all 
the requirements of a good nurse — only a little more 
so. Since it is true that the nurse in the clinic finds 
herself in an entirely different field of activity from 
that provided by her previous experience, it will be the 
duty of the supervisor to help her to adjust herself. 
This is accomplished best by quiet informal instruc- 
tion to the new nurse when she comes to the clinic 
and throughout her term, as she is introduced to the 
different phases of the work. By this manner of teach- 
ing the supervisor is able to know if the student nurse 
understands and appreciates her work. 

Weekly informal discussions with a group of nurses 
assigned to the clinic is always most helpful, and the 
following topics are suggested for discussion: 


I. An Introduction 
1. The purpose of free clinics 
2. Organization of out-patient department 
3. Clinics in a local center and types of work done 
there 
II. Admission of 
Routine Clinic 
III. Benefits Derived from the Clinic to: 
1. The patient 
2. The community 
3. The teaching staff, 
students 
IV. Nurses’ Contribution to the Community through the 
Clinic — Health Teaching 
V. Community Resources 
VI. Hospital Health Service 


Patients to Clinic Registration and 


interns, nurses, and medical 


VII. 1. Index system for follow-up 
2. Care of the records 
3. Patients’ confidence respected (importance of keep- 
ing closed file of records) 
VIII. Why a Patient Should not be Permitted to Read His 


own Record 

IX. Linking Up— Series of adjustments required before 
the hospitalized patient is finally re-established in the 
community 
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X. Review of Conditions Treated in the Clinic Which Are 
not Seen in the Wards 


After the discussion a nurse may be given a specific 
piece of work to do, e.g., 


1. To explain in detail how you would go about 
procuring a brace for an orthopedic patient attend- 
ing the clinic; or 


2. What precuations are taken when a case of active 
tuberculosis in the community is reported. 

The nurse presents her paper the following week for 
discussion. This serves to stimulate interest and makes 
her keen to assimilate any of the articles pertinent to 
her work which she may come across in the reading. 

We have endeavored to stress the opportunities that 
the clinic provides for the student nurse which will 
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enable her to make true evaluation of human nature. 
If she has comprehended and tried to make workable 
the knowledge that she has gained from situations that 
arise in the clinic, then she should have a greater ap- 
preciation of her profession in all its varied aspects. 
She should be able to give a still higher type of nurs- 
ing care — she should, because of her clinic experience, 
be better prepared to serve in her noble calling. 

In the consideration of a clinic as a “health center” 
we have by no means exhausted our subject. Its many 
ramifications would tend to lengthen this paper un- 
duly. Above all, we have tried to show the importance 
of the out-patient department, because of its medical 
care to the needy poor, its function as a health teacher 
and lastly because it completes satisfactorily the edu- 
cation of the nurse. 


Il. Minutes of Sectional Meeting on 
Out-Patient Service 


Tuesday Afternoon, June 15 


Dr. Broun: This is a sectional meeting on Out- 
Patient Service. The introductory paper of this session 
will be given by Sister Albertine. 

|Paper by Sister Albertine.| 

Dr. Broun: Are there any questions concerning Sis- 
ter Albertine’s paper ? . 

Sister Costa, St. Joseph’s Hospital, London, Ontario, 
Canada: I would like to know how registration num- 
bers are handled. 

Dr. Broun: Sister has asked about registration num- 
bers. I think we will come to that in the discussion of 
records that follows in a moment. Are there any other 
questions about Sister Albertine’s paper ? 

I think Sister emphasized some very valuable points. 
She first discussed the educational functions with re- 
gard to the patient; that is frequently neglected in 
the out-patient department. In talks given at the gen- 
eral sessions, it was stressed time and again that the 
patient can scarcely receive care in the hospital’s out- 
patient department without receiving a certain amount 
of medical education. And Sister pointed out how that 
point can be stressed and developed for the stiil further 
good of the patient. Then she pointed out the 
desirability of doing a thing that is difficult in out- 
patient work; namely, to try to safeguard the per- 
sonal relationship between the patient and the physi- 
cian. It is difficult in the out-patient department to 
see that the patient receives treatment, as much as 
possible, from the same physician, so that the latter 
can become well enough acquainted to establish this 
normal personal relationship which should exist be- 
tween the patient and the physician. The fact that the 
patient may be somewhat irregular in keeping his ap- 
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pointments may make it impossible for the visiting 
out-patient to establish such relations. There is no 
questioning the fact that the more you can establish 
a friendly personal contact between the out-patient 
and the physician treating the patient, so much better 
is the satisfaction. 

Sister also stressed the fact that it is desirable, as 
far as possible, for the physician on out-patient service 
to have in-patient service, so that the treatment that 
is given even when the patient goes into the hospital 
may be in the same hands, and the same physician 
may be in charge in the beginning and during the 
convalescent care in that hospital. 

Sister pointed out the necessity of establishing a 
dietary service in the out-patient department, so that 
proper dietary advice can be given in advisory service 
in prenatal care. She pointed out health care, and all 
are excellent examples of the educational function of 
the out-patient service in regard to the patient. 

I was very much impressed with the program of 
nursing instruction for out-patient service that she 
described. It certainly is a stimulating program and 
very useful to nurses to have in their out-patient 
service. I think that point is neglected in many hos- 
pitals. They are careful in supervision and nursing 
instruction on in-patient service, but when out-patient 
service is concerned, the nurses are without formal in- 
struction. The program Sister has outlined is very 
instructive. We have obtained much valuable informa- 
tion regarding the conduct and educational program 
in the out-patient department. 
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Some Problems of Out-Patient Service 

Now the next phase of our session will take the 
form of a round-table discussion, for which certain 
headings have been suggested. They are not the only 
points that can or should be discussed. Any point 
anyone wishes to raise or bring up will be helpful. 
There probably is no single answer to many of the 
questions we have, here and because the procedure 
in your hospital may be different from one you de- 
scribe in a different hospital does not mean yours 
may not be as good as, or superior to, the other. 

I think what we can get out of this meeting is an 
exchange of views and we can compare the practices 
in our own institutions with those of others. It is in 
such exchange of ideas as that, that the value of 
round-table discussions lies. I would like all of you 
to ask questions freely and answer, as well as you 
can, some of the questions that have been raised here. 
Concerning the out-patient department, there are some 
questions in the outline that we certainly have not 
answered to our own satisfaction to this day. We have 
not found an entirely satisfactory solution for these 
problems; others, we feel, have been solved very 
satisfactorily. Some need additional study and ex- 
perience before we have the answer for them. 

Don’t feel that I, or anyone here, knows all about 
these questions. We are, therefore, just as anxious to 
hear from you personally as from anybody else. 


Admission Procedure 

The first part of the round-table discussion has to 
do with admission procedure. The admission procedure 
means the way in which we take patients into the out- 
patient clinic. That procedure will vary a great deal 
according to the circumstances under which your clinic 
is operating. You will find a different situation in dif- 
ferent communities and hospitals. In the particular 
community with which I am associated a situation 
exists which perhaps exists in the communities in 
which you are working. There is, for example, the 
problem of establishing an admission procedure that 
will satisfy the local medical profession. I am as- 
suming, in that statement, that many of the cases you 
are treating in your out-patient clinic are poor pa- 
tients and that you more or less restrict your service 
to the poor. The admission procedure should be such 
that by it you can satisfy the local medical profes- 
sion. Otherwise, the out-patient clinic comes into com- 
petition with the private practice of the physician. 
Therefore, your admission procedure should, to some 
extent, safeguard the local profession against 
promiscuous use of the out-patient service, by those 
able to pay for medical care. That is one of the 
primary purposes of the admission procedure. 

In the hospital with which I happen to be con- 
nected, the Firmin Desloge Hospital of St. Louis Uni- 
versity, we have established a rule that the first con- 
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tact with the patient applying for admission should 
be with one of the Sisters of the hospital. We have 
what I have described as a preliminary interview. 
The interview that the Sister has with the incoming 
patient is frequently a very brief affair, but in the in- 
terview it is possible to establish, almost at once, a 
general idea as to whether the case is one that can- 
not be admitted to the out-patient clinic, or one that 
can be admitted, or one that needs further study be- 
fore we can decide. Sometimes we feel that admission 
must be deferred. About deferred admission, you notice 
a section pertaining to one of the regulations we have 
made in our out-patient clinic. In order to keep the 
medical profession satisfied with our admission pro- 
cedure, as far as possible, we try to secure in every 
case, if the patient has been under medical care for 
the past year, a letter from that patient’s private 
physician, recommending the patient for out-patient 
service. We find that this is a very valuable aid in 
keeping the local profession satisfied with admis- 
sion procedure. We would like to get that word from 
the doctor, in every case. We would not turn away 
any emergency case. We would not send such a pa- 
tient back for a letter on that particular day, but on 
any of the average or maternity cases, or in the case 
of a patient who can be taken care of later, we would 
insist that the patient go back and secure from the 
physician a letter saying that this patient can worthily 
be treated in the Out-Patient Department. That is 
a frequent reason for our deferral of admission. That 
is one of the questions asked in the preliminary in- 
terview for which we try to get an answer. 


Record Forms 
Record of the Preliminary Interview : 

We will now discuss record forms, among them, rec- 
ord forms that are needed for preliminary interviews. 
At first we scarcely felt the need of such a form, but 
found it was a matter of great interest to determine 
how many patients were accepted, rejected, or de- 
ferred, and a brief reason for this action as found 
even in the preliminary interview. We have now es- 
tablished the regulation card index file, which is kept 
by the Sister who handles this preliminary interview, 
in which she takes the patient’s name and address and 
gives a very brief statement as to what happened ; that 
is, whether the patient was accepted, rejected, or sent 
back for a letter from his doctor. This interview is in 
no sense a service study. The record is kept on a 3 by 
5 inch card. 

Social History For.n: 

After the Sister decides that a given case is worthy 
of admission to the out-patient department, a record 
(Form 0) is started and the case is referred to the ad- 
mission division of the social-service department, that 
division which cares for admission. There the social 
history, as such, is taken. We have that division more 
or less separated from the medical social service which 
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is the co-operating agent between the social-service de- 
partment and the treatment in the clinic. In this social- 
service department, there is needed a social-history 
record form. That is one of the first full-page forms 
that goes into our record. I think you will find 
specimens of most of our record forms in the assembly 
room, just off the main corridor on this floor. You can 
study them at your leisure, if you wish. 

We have a definite record form which is filled out 
by the social worker and after the social record is taken 
we classify the patient. What do we mean by classifica- 
tion of the patient? In our organization, the patient 
is classified from the social point of view. We have 
certain numbers, one, two, three, etc., which define 
social and economic conditions according to which we 
classify the patient. Certain cases that are absolutely 
indigent, cases referred by social agencies actually re- 
ceiving relief, many of these cases having absolutely 
no financial means at all, these we put into the classi- 
fication which, in our clinic, are admitted without 
even a registration fee. We have a registration fee 
of twenty-five cents for patients who are able to pay 
this fee. 

The next classification contains those not quite as 
badly off as in the first. They are able to pay the 
registration fee, but still are not in a position to pay 
the office fee of a practicing physician. 

Those two classes are eligible for admission, one 
that is too poor to pay the registration fee and the 
other who is able to pay the registration fee of twenty- 
five cents. 

Cases found to have sufficient financial resources to 






































FORM 1. DIAGNOSTIC ADMISSION SHEET 


meet the minimum fees of practicing physicians will 
be told that we feel they are not eligible for admis- 
sion to the out-patient clinic and are asked to take 
up treatment with a private physician. Admission to 
the out-patient clinic is refused. If a patient is apply- 
ing for hospital admission for operative procedure the 
expense of the prospective operation is of course taken 
into consideration in the classification of the patient. 

A decision is reached in the social-service depart- 
ment as to whether we should accept or reject the 
applicant. I am going through the admission procedure 
and then ask that you discuss that particular point. 


Diagnostic Clinic 

In our admission procedure the taking of the social 
history and social disposition of the case is followed 
by admission to the diagnostic clinic. In the diagnostic 
clinic, the patient’s history is taken, physical examina- 
tion is made with a urinalysis, and blood test. That 
is a general admission procedure that is carried out 
in all cases, even though the patient is applying just 
for a fitting of glasses. We want to know the general 
condition of the patient, even though it is for some 
special treatment that he is coming. This is not only 
for the purpose of establishing the general condition 
of the patient, but also for directing the patient in the 
proper treatment in the clinic. Supposing a patient 
came into the office and said, “I need glasses,” and 
suppose we simply referred that case to the eye clinic. 
We have seen that system in operation and serious 
cases of heart trouble, syphilis, diabetes are frequently 
overlooked. That is why we make out a diagnosis 
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FORM la. 


in our admission procedure. Our effort is to give ade- 
quate medical care to each patient. The record forms 


for these diagnoses are simple. We have a special sheet, 


which we call our diagnosis admission chart. (Form 1) 


LABORATORY EXAMINATIONS (TWO SIDES OF 


SHEET) 


On that we have a space which is used for the prelimi- 
nary diagnoses (Form la). We like to feel that 
whatever diagnoses are made here in the diagnostic 
admission clinic must be regarded as indefinite. What 


























Lowe weamert weertas 
tenes o moersvas enour 
meen ven one meee: SOCIAL HISTORY 
are - aacone wo ____ 
mame = a 
costes 
ereent ano sumone over - 
pacvious scomese 
rece) amo mvmece we - 
ox nace noe ~owo meicion mo veane im srare me “vo 
een rnmcace oare oF earn Vnemenee 
= oar 
eccurarion moo. om emmvoven 
TOTAL Pamiy imcome Tora, oxere 
rm mumean oF Cxiomen ss) mUmBER OF OEPENOENTS vmoumance st) 
ee farnen 008s 
wornen sconces —_ 
‘ewan meee! 
museano om wire ace PLACE OF warm 
\enoen mame 
so 
Corwen menarive cay — Berareo avoneee me 
PaviEny RErEnmen ey 
PREVIOUS SOURCES OF MEDICAL CARE - 
LAST SOURCE OF mEDICAL CARE on 
ELIGIONITY CAASOIFICATION (6) AMO MEASON SB) — 
O passant eocias erruariem — — _ 
aecons sssen, sce sme soneusees or caionen on eevemee sume — 
2) amet er Race POLICY ame COmPaY 
2) omen ONCATER, Lint Orme MLATweD om srvenes 
CLARO CAO OA OE NOTED 2.8. Ore | OR MOREIRA 
: ao Lone mee 











| 


CHILOREN 
nae nee scoecea 
REFERENCES 
name scones 


SOCIAL SERVICE EXCHANGE REPORT 














FORM 2. SOCIAL 





HISTORY (TWO SIDES OF SHEET) 



























406 


we do want here are only the conditions which we 
think must be studied. We use question marks very 
freely. We put down everything we think may need 
attention for the study of the condition. 


On the bottom of the sheet there is a statement 
as to whether the case is an emergency or a regular 
case, whether referred to the out-patient department 
or to the hospital; a further line provides space for 
the particular clinic to which the patient is sent. The 
particular clinic is checked in a list of the clinics ; 
the reason for the reference is stated and the prob- 
lem to be studied is defined. From the first diagnostic 
study the case may be referred to two, three, four, 
five, or six clinics for further study and treatment. 
This history (Form 2) of the physical examination is 
taken by the clinical clerk (a senior medical student) 
and is reviewed and approved by the visiting physician. 
The history is checked before approval is given. This 
approval by the visiting physician is part of the admis- 
sion procedure. The visiting physician must, of course, 
be notified directly in cases of emergency. 

In every hospital procedure we must provide for 
emergency. It would be obviously cruel and wrong 
to go through all this procedure in a case whicn is 
serious and an immediate emergency. Hence we have 
an emergency record sheet which has very brief head- 
ings and space for a brief history and for a preliminary 
diagnosis and treatment. This is filled out in any real 
emergency, which is so great that the patient is in no 
condition to be put through the regular admission 
procedure. After the patient is given the emergency 
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FORM 4. CLINIC CARD 
treatment then he may be able to return to us as soon 
as his condition permits. There is also a separate 
admission blank (Form 3) that is used in emergency 
cases. In these emergency cases the social and diagnos- 
tic study may be postponed until a practical time. 

In general, therefore, we have one form of admission 
procedure. I would like now any questions or dis- 
cussions of those particular parts of the medical record. 


Record Numbers 

I think we might answer Sister’s question about 
record numbers at this point. When is the patient given 
the record number? As soon as it is decided that the 
patient will be admitted, we fill out what we call a 
“clinic card,” (Form 4) which has the patient’s name 
and address and a space for the record number. 
In our organization, we use “unit records.” Hence, the 
out-patient’s record follows the patient into the hos- 
pital and the hospital makes a record of the number 
and any given case has the same record number for a 
period of a year. In other words, the same number 
is used for the out-patient number as for the hospital 
records. Whether this system is practical or not de- 
pends on whether the out-patient department is a part 
of the hospital building; that is, if the out-patient de- 
partment is closely enough associated so that it is 
easy to transfer the records. When the hospital and 
the out-patient department are separated, it is im- 
possible to have this system. Where there is a “unit” 
record system, there is no reason for separate record 
rooms. 

Routing of Patient 

If there are no further questions, we will go on and 
follow the patient through the clinic. 

After this diagnostic study the patient is referred 
to the various treatment clinics. He may be referred 
to several after this first study. If asked to report to 
clinics as soon as practical, he is usually given an ap- 
pointment, as certain special clinics in our hospital 
do not operate every day. That is true in many out- 
patient departments in which the clinics may simply 
run two or three days a week. It may be necessary, in 
given cases, for the patient to wait two or three days 
to report to the clinic to which you have sent him. 
Any necessary treatment that we feel has to be given 
can be prescribed by the diagnostic clinic, but we try 
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HISTORY ‘continued? 








(CONTINUED) 
RULING CONTINUED ON REVERSE SIDE 


FORM 5. HISTORY 


to keep that procedure to a minimum. If it is neces- 
sary to relieve pain or something of that sort before 
the patient can report to the next clinic, such pre- 
scription can be given. 

When we come to record forms in treatment clinics, 
we are again faced with two alternatives that are 
quite different, and a good deal can be said about 
both forms. One way of keeping record forms in the 
treatment clinics is to have the same form for all 
the clinics and to record treatments more or less in 
chronological order, and to simplify work, making use 
of rubber stamps, with the date, clinic referred to, 
and the treatment to be prescribed. This may be car- 
ried on in order, using a single record form (Form 5). 

The other way would be to have a special form or 
sheet for each clinic, one for the eye clinic, one for 
the ear clinic, the medical, the surgical, and so on. | 
have found that a large portion of those working in 
the clinics have a strong affection for this second 
method. It saves trouble if they continue to record 
what they are interested in right on their own sheet. 
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SHEET 
RULING CONTINUED ON REVERSE SIDE 


FORM 7. EYE REFRACTION 


In general, we are using the first method, a single 
form for all clinics. My objection, and not only mine, 
to the separate record for each clinic lies in this, that 
the doctor, say in the neurological clinic, turns im- 
mediately to the neurological sheet and proceeds to 
write and prescribe. Nine times out of ten, he pays 
no attention to the other sheets and I have actually 
seen the same patients receive bromides from three 
different clinics, because the doctor did not take the 
trouble to see what the other clinics had prescribed. 
They prescribe without paying the least bit of at- 
tention to what else was prescribed by the other clin- 
ics. That is my objection to the separate sheets for 
each clinic. However, the single-sheet system does not 
always get around that difficulty. If the patient, for 
example, reports every other day 
only once a month to another you have so many rec- 
ords on one sheet that it becomes battered up, and thus 
causes difficulty in reading. If you read the sheet care- 
fully, however, you can scarcely miss the fact that a 
case is getting a certain amount of medication from 


to one clinic and 
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another clinic. That is the advantage with the single 
sheet, compared to the special sheets. In actual prac- 
tice we have had to yield a little to pressure but we 
try as hard as possible to follow this first form of 
recording. 

It is convenient to have some sort of clinic form on 
which we can keep an accurate record of timing of 
the course of treatment. We have a special antiluetic 
treatment form (Form 6) in which we have a calendar 
and keep account of all the data recorded there. 

The eye clinic wanted a special record sheet. We 
have granted them this, but with the provision that 
they keep a record that the case was referred to the 
clinic on the particular day. Again they feel that that 
is desirable, because when a patient comes in for 
glasses the physician keeps a special record on re- 
fractions (Form 7). 

We have another special sheet for obstetrical cases. 
(Form 8) The prenatal clinic has special record sheet 
forms. Another special sheet is the dietetic sheet 
(Form 9) for recording the diet prescribed and various 
information useful to the dietitian. If surgery is done 
in the out-patient department, the surgeon uses the 
operative sheet (Form 10) used in the hospital. 

There is also the “labor sheet” for labor examina- 
tion. It is very important to be able to go to one 
sheet, readily identified by its color and feel assured 
that you can find all the data about the patient’s 
labor, instead of having again to hunt all through the 
record. 
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All these special sheets are sent to the hospital and 
the same type of sheet is carried on in the hospital. 
When one special sheet is used up, another one is 
added of the same color. 

That constitutes the medical record forms that are 
used in the treatment clinic of our out-patient de- 
partment. 

Are there any questions about these forms? How 
many use a single sheet in chronological order? How 
many use the separate sheet for each clinic? 

It is one of the real problems of the out-patient 
department. It is a question of separate forms or 
chronological forms. We compromise in some cases by 
“straddling the fence.” So much for medical forms. 

Now, the next division of this is a series of ques- 
tions that I would certainly like to have some light 
thrown upon. This is a problem for record librarians, 
particularly, and it is one for which I don’t, very 
frankly, know the correct answers. So, I have formu- 
lated a number of questions. 

Responsibility for Diagnosis 

The first question, 1-A is, “Who is responsible for 
making diagnoses?” You have medical students, in- 
terns, residents, and visiting physicians. When is a 
diagnosis a diagnosis? In other words, how far can we 
go in insisting that no diagnosis shall be accepted un- 
less it is a visiting doctor’s diagnosis. I feel that 
residents probably are capable of checking, but I don’t 
believe I would put the responsibility any lower than 
that. I would accept the resident’s diagnosis. You 
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would probably have to accept the junior intern’s 
diagnosis, but, I don’t think the medical student’s 
diagnosis should be accepted. I would rather not ac- 
cept the junior intern’s diagnosis, but this may have 
to be done in certain cases. Has anybody any thoughts 
on that particular subject? 


Record of Diagnosis 

The next qvestion is, “Where are diagnoses 
recorded ?” It would certainly be a great convenience 
for the record room if we could insure the transfer 
of all diagnoses to the diagnostic sheet. How you are 
going to insure that, is one of the real problems of 
out-patient service. Even to make sure that at least 
one be written is a great enough problem. Probably 
there should be eventually in the ideal out-patient 
record a sheet to which, by some manner of means, 
all diagnoses in a given case are transferred. Whether 
it be the responsibility of the intern or of the resident 
or of the physician or of someone else to do this 
is not clear. I must admit that we have not attained 
that degree of perfection. It is something difficult 
to attain and it requires specially organized service 
to get them recorded on a special sheet. If you don’t 
get them on a separate sheet and if the record room 
is going to keep a file, it means an almost impossible 
task. It is a tremendous job to get the diagnoses 
of out-patients properly recorded. I think the ideal 
solution of the place where the diagnoses should be 
recorded would be on a special record form for 
diagnoses. Has anybody anything to say on that partic- 





ular point? 
I have wondered if you could not 
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assign this work 


to one who takes care of files, and if she couldn't 
note the last visit. I think that if you let the out- 
patient record get away from you for a single day, it is 
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almost an impossible task to retrieve it. You must 
have, in other words, sufficient help so that each 
record as it comes back is transferred to a sheet and 
into the diagnostic files. It is really a major prob- 
lem in out-patient work. There is no question about it. 


Failure to Record Diagnosis 
The next question is, How is failure in recording 


diagnoses discovered? I have thought that if we could 
have in each clinic (but here again the problem of kelp 
is very great) a number of reliable volunteers who 
were properly organized and faithful enough, we could 
have a clinic library in each special clinic. Then if 
each clinic would keep not merely a day book, but a 
record that would have the record number, name of 
the patient, and space for the diagnoses and certain 
other data you need for statistics and thus keep a 
record of these things in each special clinic, at the 
end of the day these departmental record sheets could 
be gathered by someone who could know how to utilize 
them. This plan would hardly be practical without 
volunteer help. Perhaps we could get the interns or 
residents to check the diagnoses column. That is an 
idea I am playing with, to see if the record number, 
the name, and other data could be recorded by the li- 
brarian, but the diagnoses would have to be filled in 
by the resident. It may be that this could be done in 
the afternoon, but I don’t know whether it would 
work and possibly the other solution that it be handled 
in the record room by a record librarian is the right 
solution. The record librarian would, however, have 
to call the intern or resident physician for the 


diagnoses. 
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Incomplete Records 

The next question is, “How are attending physicians 
reminded of their delinquencies ?” The only thing I can 
think of would be that a special card be clipped to the 
record and the next time the patient reports he be re- 
ported back to the same physician. To get the physi- 
cians to report delinquencies, here is still another 
problem of the out-patient service. This is one of the 
problems for which I don’t know exactly the best 
solution. When diagnosing an out-patient in his first 
visits we definitely regard them as provisional, not 
direct diagnoses. It would be a great mistake to have 
recorded in the record that this is a case, for exam- 
ple, of diphtheria. That certainly would be all wrong. 
You don’t want suppositions filed as definite diag- 
noses. The patients come back after the first visit 
to the treatment clinic and even there often a 
final diagnosis cannot be arrived at. The situation is 
different with the hospital patients, as there we do 
not let the case out of the hospital until we have a 
fair idea of the diagnosis. The preliminary history on 
the case is a provisional diagnosis. 

It would seem, of course, that at the time of dis- 
charge from the department, a final diagnosis should 
be made. But there again we come up against another 
problem of the out-patient service. How regularly 
do we always discharge cases of out-patients? Many 
times we treat them and they forget to come back, 
and we lose track of them. 

You understand, too, that there are cases that are 
not discharged for years. A case of diabetes may be 
handled for years and certainly at the end of a year 
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ought to-have another diagnosis. How are you going 
to insure the getting of a final diagnosis on all cases? 

In regard to hospital cases, we are convinced that 
every hospital should have history meetings. In our 
own establishment three or four hundred records a day 
are kept. It would seem again that you almost have 
to check the diagnoses daily, and I don’t see that you 
could do so. You have thousands of records and if 
you let them go for a month or a week you have a 
volume that is almost impossible to handle. It means 
daily review of diagnoses in a large out-patient de- 
partment. Properly there should be a history meet- 
ing on the discharge cases so that you can actually 
say that this case was discharged. There should be 
also a method of recheck by which those who discon- 
tinued treatment, without being told, might be sub- 
jected to review. 


Financial Record Forms 

Financial record forms are here scheduled partic- 
ularly. Because of a study which the Catholic Hos- 
pital Association has just made, in conjunction with 
the United States Public Health Service, one thing 
was observed in assembling data: that is, that it is 
very difficult to get accurate financial data regarding 
the conduct of the out-patient department. You will 
find that very few can give you accurate statistics on 
all phases of financing of out-patient departments. I 
don’t know what record forms particularly are needed. 
You might consider registration cards or requisition 
forms. There should be some way of recording the 
charges for prescriptions and drugs. There should 
be an accurate record of your relations to government 
agencies. In some communities state relief agencies 
arry on medical relief. There have been up until 
recently relations with governmental agencies and wel- 
fare agencies, community funds, and so forth, all of 
which agencies have to keep records of transactions, 
so as to establish a record. In that regard I may say 
that one of the things debated recently in St. J -uis 
was the establishment of a central admission bureau 
for such cases. We have not agreed on this so far 
in St. Louis, but I think this is in operation in Wash- 
ington and in some of the hospitals at Cleveland. They 
have an admission office and a clearing house for fi- 
nancial records, and that, of course, requires a care- 
ful record system. It seems impossible to secure, in 
out-patient departments, an accurate record of just 
what each patient costs the out-patient department. 


Statistics and the Annual Report 

There are a number of points concerning the 
statistics for an annual report. It is interesting to note 
what sort of statistics you get from the various out- 
patient departments in the country; first of all, new 
admissions, then revisits of patients, retreatments 
of old cases, and another thing often overlooked. 
Supposing a patient comes in and registers at some 
office, and then goes to three or four special clinics. 
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He pays three visits in the course of one day. Do your 
statistics show that the patient received one, two, or 
three treatments? In other words, to get an accurate 
treatment record you should have a report from each 
individual clinic. Each clinic should record the num- 
ber of treatments given that day, and that should 
be summarized in the record office. That is a very im- 
portant point, to be sure that your statistics show the 
number of treatments. How about the number of in- 
dividual treatments? Because a record of treatments 
does not give the record of individual treatments. 
When they begin to gather statistics about out-patient 
treatments, the one thing many institutions cannot 
give you is the number of new out patients. How are 
you going to keep track of carryovers ? 
Method of Developing Statistics 

I might say that the way we handle that in our 
hospital record room is this: We start at the be- 
ginning of each year and we keep each case that re- 
ports from January Ist on a new record form for that 
year. The record numbers start with the number of 
the year and the month in which the first case re- 
ported back in 1937. That case may have been under 
treatment last year. If it was, it is reported as an old 
case reporting back in 1937 in the form. Or it may 
be a new case. The next case may be a case coming 
back from the previous year. And so we operate 
that way, admissions from one year to the next and 
at then end of the year the records record the total 
number of individuals treated that And we 
can say how many are new or carryovers. 

Record of Discharge 

Discharges, as I have told you, are one of the real 
problems in many clinics. The patient instead of be- 
ing formally discharged or notified has just a little 
conversation, and the patient does not come back any 
more. I think there should be a definite effort made 
to have the attending physician record the fact when 
he tells a patient he need not come back. There should 
be a notification that this case is now discharged, to 
indicate that the physician felt the case should dis 
continue treatment. We should also have a method 
of rechecking those discontinuing treatment, although 
not formally discharged. Again I raise the question 
whether this should be done in the central office, or 
if there is an advantage in decentralization. I think 
if you have enough help there is a definite advantage 
in having a daily record from each clinic and that 
could be summarized in the central record room. 

There is no question that the most highly trained 
secretary should be the party to do this. On account 
of the expense connected with this, however, in many 
cases you may have to make use of volunteers. We 
find that it is difficult to get these volunteers for reg- 
ular performance of such functions as keeping rec- 
ords. I think that possibly by special training of 
volunteers, something could be accomplished. There 
is a desirability of special forms for daily, monthly, 
and annual reports. 


year. 














































THE opening of the new St. Mary’s Hospita! at 
Long Beach, Calif., on September 8, culminated nearly 
ten years of effort on the part of the Sisters of Charity 
of the Incarnate Word to erect a new, modern hospital. 
In 1928 a drive was launched, and a campaign started, 
which was halted by the depression, and resumed again 
in 1933, after the tremor that destroyed the existing 
building. Since that time the activities of the hospital 
have been carried on in a temporary building just 
north of the new structure at Tenth and Linden. 

The new hospital building was erected at a cost of 
approximately $350,000, and will accommodate 100 
patients at present, but is equipped for more than twice 
that number, and planned so that new wings may be 
added at any time. 

The building is four stories in height, of reinforced 
concrete and steel, and equipped throughout with the 
latest type of steel furniture. 

On the first floor are the administrative offices, 
reception rooms, auditorium, laboratory, pharmacy, 
kitchen and dietetic departments, and dining rooms. 
A receiving department and fully equipped emergency 
operating room are also on the first floor. 

On the second floor is a modern, splendidly equipped 
obstetrical department, including two delivery rooms, 
private rooms and wards with two to five beds each, 
a modern nursery, and waiting rooms. 


St. Mary’s Long Beach Hospital 





Long Beach, C alifornia 


The third floor contains accommodations for medi- 
cal and surgical patients. The fourth floor houses the 
surgical and X-ray departments and the central sup- 
ply rooms. There are four modern surgeries, two major 
and two minor and a cystoscopic room. The X-ray de- 
partment includes fluoroscopic room and deep-therapy 
equipment. 

St. Mary’s Hospital is the first building in Long 
Beach to be equipped with modernistic furniture en- 
tirely of steel. Simmons modern steel beds and steel 
dressers, and the new type of beauty-rest mattresses 
and springs have been used throughout. The doctors’ 
dressing rooms and staff room are equipped with the 
latest type of chrome steel furniture. 

The new operating rooms, two major and two minor, 
are the last word in efficiency of equipment and light- 
ing, and the walls are a soft blue-gray tile producing 
a soft lighting easy on the eyes of the surgeons. On 
this floor also is the modern, well-equipped X-ray de- 
partment. A special feature here is the wheel-stretcher 
unit, which makes it possible to take a patient from 
the emergency department to the X-ray, take an 
X-ray of the patient on this stretcher, and transfer 
him to his room with a minimum of handling. 
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LOBBY OF ST. MARY’S LONG BEACH HOSPITAL 





MARY'S 


ONE OF-.THE FOUR OPERATING ROOMS, NEW ST 
HOSPITAL, LONG BEACH, CALIF. 
On this floor also is the commodious, well-stocked 
central supply room, where the supplies for the entire 
hospital are prepared and distributed. 
The rooms for patients on the floor below are home- 
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NEW ST. MARY'S HOSPITAL, LONG BEACH 


CALIFORNIA 


LABORATORY 


like, with softly tinted walls, draperies and furniture 
in harmonious colors, each room being a complete unit 
with separate bath and utilities for the patient. 

The obstetrical department is complete with all 
modern equipment, and two delivery rooms. A com- 
fortable waiting room for anxious fathers is provided. 

The nursery has separate basinettes for the babies, 
and is complete with sterilizing and formula rooms, 
incubators, and supply room. 

The kitchen is equipped with every modern con- 
venience, including mechanical mixers and dish- 
washers, frigid air rooms, ice plant, steam tables and 
dish warmers. 

The floor covering in the corridors is of pure rubber 
composition, artistic in coloring and giving a silent 
tread which is a valuable asset in a hospital. 

The silent call system, operating with light signals, 
is also an innovation which adds to the quietness of the 
hospital. 

The dressing rooms, restrooms, and consultation 
room for the members of the staff are models of 
artistic comfort, and the entrance lobby and waiting 
rooms are beautiful in harmonious coloring and sim- 
plicitiy of design. 

In the lobby the delicate blue of the ceiling and the 
embossed silver, modernistic lighting fixtures, har- 
monize with the soft tinting of the walls and floors. 
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The Growth of Government Hospitals 


In these days when the Government’s participation 
in health and hospital care is the subject of so much 
controversy and when, moreover, the present con- 
troversies threaten to develop into issues of major 
importance, any new factual data which may be 
ascertainable has more than usual significance. For 
this reason the recent publication of the Federal Emer- 
gency Administration of Public Works, entitled, 
P.W.A. Provides Modern Hospitals, must be welcomed 
as having more than ordinary significance. 


I. Background Statistics 

It is well known, and generally accepted as a fact, 
that the Government — Federal, State, County, and 
Municipal — is entering in ever greater volume into 
the hospital field. In other words, constantly more 
and more beds, and a greater percentage of the total 
number of beds, are passing under the control of 
some Government agency. Correspondingly, the num- 
ber of beds under private control is increasing at a 
relatively slow rate and actually represents a progres- 
sively smaller percentage of the total number of hos- 
pital beds available. 
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In 1930, the Catholic Hospital Association at- 
tempted, for the first time, to assemble accurate 
statistics concerning its various institutions. It is 
for that reason that we are comparing, in this edi- 
torial, the hospital statistics for 1929 with those for 
1936, a period of eight years. In 1929, the beds, in 
private institutions, exclusive of bassinets, represented 
34.6 per cent of all the hospital beds of the country. 
In 1936, the private beds, again exclusive of bassinets, 
represented only 30.3 per cent. Since 1929 the num- 
ber of hospital beds under some form of Government 
control totaled 582,337. In 1936 they totaled 763,840 
—an increase of 181,503 beds in an eight-year period. 
This increase represents a percentage increase of 31.6 
per cent, or an annual average increase of 22,813 beds. 
During these same years, the number of beds under 
private auspices increased from 324,596 to 332,881, 
a total increase, therefore, of only 8,285 beds. This 
number represents a percentage increase of 2.3 per 
cent, and an average annual increase of 1,038 beds. 
In other words, the average annual increase of the 
beds under Government control was almost 23 times 
greater than the average annual increase of beds under 
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private control; while the percentage increase of the 
Government beds over the entire period was almost 
fifteen times greater. 

A more careful analysis shows that with reference 
to these facts the changes were not uniform through- 
out the entire period. The eight-year period, from 
the beginning of 1929 to the end of 1936, may be di- 
vided into two periods of four years each. During 
the first four-year period, the number of beds un- 
der private control increased by 10,391, but during 
the second four-year period they decreased 2,106. The 
difference yields the net increase over the eight-year 
period which we have mentioned in the preceding para- 
graph. Studying the number of beds under Govern- 
ment control for the same four-year period, one finds 
that between 1929 and 1932 the number of Govern- 
ment-controlled beds increased by 96,830 while be- 
tween 1932 and 1936 they increased by 84,473. While, 
therefore, the increase during the second four-year 
period was not as pronounced as it was during the 
first of these four-year periods, nevertheless, one might 
surmise that the effect of the increase in the number 
of Government-controlied beds affected the number of 
beds under private control during the second four- 
year period. 

If possible, more significant still is the situation 
which is revealed by a study of the daily average 
census of our hospitals. In 1929 the daily average 
census of the patients in the Government hospitals 
represented 71.3 per cent of all of the hospitals; in 
1932 it was 75.5 per cent and in 1936 it was 76.7 per 
cent of the daily average census of all the hospitals. 
Between 1929 and 1936 the daily average census of 
the patients in the Government hospitals increased by 
34.8 per cent; in the private hospitals it increased by 
only 1 per cent. 

When, however, the total number of patients ad- 
mitted to the Government and to the private hospitals 
is considered, there is revealed a situation which chal- 
lenges further study. In 1932 the total number of pa- 
tients admitted to all hospitals in the country num- 
bered 7,228,131, of which number 72.7 per cent were 
admitted to the private hospitals and only 28.3 per 
cent to the Government hospitals. In 1936, however, 
the total number of patients admitted to all hospitals 
numbered 8,546,885, of which number 72.3 per cent 
were admitted to the private and 28.7 per cent to the 
Government hospitals. 

We stress these thoughts so that ‘they may serve 
as a background for the hospital building activities 
of the Public Works Administration. The increase in 
the total number of patients admitted to both Gov- 
ernment and non-Government hospitals in the two 
years under consideration is, nevertheless, approxi- 
mately the same, it being 19.7 per cent and 19.6 per 
cent for the Government and the private hospitals, 
respectively. The service achieved in the interest of 
Public Welfare by the hospital program of the Public 
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Works Administration can be understood by an 
enumeration of some salient facts. The 
awarded by P.W.A., from July, 1933, to December, 
1936, in 37 eastern states, represented 62 per cent of 


contracts 


all contracts awarded for hospital construction. Three 
hundred and eighty-eight (388) non-Federal and 134 
Federal projects, costing respectively, $146,000,688 and 
$16,934,869, were benefited through these expenditures. 
Of the total cost of these projects; namely, $162,- 
935,557, the Federal Government contributed the total 
cost of the Federal projects, but only $51,249,762 to- 
ward the costs of the non-Federal projects, the re- 
mainder of the cost, $94,750,926, having been con- 
tributed by local governments. Of this amount, in turn, 
the Public Works Administration made loans to local 
governments amounting to $23,698,440; while $71,- 
052,486 were obtained from other sources. The amount 
expended for the 388 non-Federal projects was used 
to erect 922 buildings, through which 51,207 beds were 
added. 

The greatest number of projects were state projects, 
a total of 203. Eighty-three (83) projects, were County 
projects, 88 City projects, 6 joint City and County 
projects, and only 8 were private ownership projects 
The average cost per bed in this non-Federal project 
amounted to $2,330—a significant figure which may 
well serve as a guide in estimating hospital construc- 
tion costs in general. The highest cost per bed was 
that of the beds in the City and County hospitals, 
which was $3,810; those in the City hospitals cost- 
ing $3,430; those in State Universities costing $2,790 
and those in non-profit groups costing $2,650. The 
lowest average cost per bed was that of the beds in 
County hospitals where they cost only $2,140. Through 
the projects of the Public Works Administration, 118 
projects producing 24,728 additional beds were car- 
ried out in Insane Asylums; 
beds in Schools for the Feeble-Minded ; 8 projects add- 
ing 704 beds in Hospitals for Epileptics; 67 projects 
adding 6,354 beds in Tuberculosis Sanitariums; 121 
projects adding 12,095 beds in general hospitals; 21 
projects adding 2,916 beds in Charitable Homes for 
the Aged and 36 projects adding 1,525 beds in hos- 
for the 


17 projects adding 2,885 


pitals for other purposes, such as, Schools 
Deaf and Dumb, the development of health centers, 
etc. 

In the institutions benefited by the projects, the cost 
per bed, in the order of increasing costs was as fol- 
in Charitable Homes for the Aged, $1,011; in 
in Insane Asylums, 


lows: 
hospitals for Epileptics, $1,256: 
$1,790; in Schools for the Feeble-Minded, $1,835; in 
public hospitals, as stated above, $2,170; in the gen- 
eral hospitals, $3,210 and in the Tuberculosis Sani- 
tariums, $3,750. 


II. P.W.A. Achievements 


It is well known that one of the chief objectives 
of the Public Works Administration in hospital con- 
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struction was to supply opportunities for employment. 
To what extent this purpose has been achieved may 
be judged from the following: Between July, 1933, 
and December, 1936, 34,200,000 man hours of direct 
labor, and 85,500,000 man hours of indirect labor, to- 
gether with 68,400,000 man hours of labor for the 
manufacture and preparation of materials, were pro- 
vided, a total of 188,100,000 man hours of labor for 
an expenditure of approximately $110,000,000, the la- 
bor cost thus being 58% cents an hour. 


III. Probable Effect of P.W.A. Policies 

Every hospital executive cannot but be grateful for 
this publication. The problem of policy that is in- 
volved, however, with reference to the effect of these 
projects upon the private hospitals, is quite another 
matter. Speculate as one might, the final effect upon 
private hospitals and the effect upon the health and 
sickness care of the nation, as a whole, cannot well 
be foretold. One might be tempted to take an opti- 
mistic view and insist that all of this development un- 
der Government auspices will not affect the status of 
the private hospital. 

One might, with equally good logical basis, argue 
that a continuation of the present trend cannot but 
ultimately result in serious adverse effects for the 
effectiveness of the private hospital. Nevertheless, the 
statistics presented by the Public Works Administra- 
tion, when studied conjointly with other statistics that 
are available, will raise serious questions in the minds 
of anyone interested in hospital development. It may 
well be said that up to the present the Government 
hospitals have had relatively little effect upon the 
number of patients admitted into the private hospitals, 
the increase in both the Governmental and the private 
hospitals being approximately equal. This fact would 
seem to show that patients are admitted to these two 
groups of hospitals in equal proportions to the num- 
ber of hospitalized persons in the population as a 
whole. From the viewpoint of the total hospital popu- 
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lation, however, there is no doubt but that the number 
of patients in the Government hospitals is increasing 
very much more rapidly than the hospital population 
of the private institutions. 
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pital, Milwaukee, Wis. Ward Problems. 

SIsTER M. ALBERTINE, S.S.J., R.N., Director, Out-Patient 
Department, St. Michael’s Hospital, Toronto, Ontario, 
Canada. Introductory Statement, Out-Patient Department, 
Sectional Meeting. 

Goronwy O. Broun, M.D., Director, Out-Patient Depart- 
ment, Firmin Desloge Hospital, St. Louis, Mo. Presiding at 
The Out-Patient Department, Sectional Meeting. 
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GONE 


WITH THE 
WATER 


| nnn tests prove that 25% of the 
plaster is left in the water when ordinary band- 
ages are immersed and taken out. Waste is ex- 
cusable when it is unavoidable; but by using 
Curity Quadro Bandages you deliver ail the 
plaster to the cast. 

Quadro Bandages are covered with a water-solu- 
ble coating. The plaster is sealed in so that all 
of it is delivered to the cast. Thus 25% fewer 
bandages are required! Cast-making is greatly 
speeded, saving valuable time. Furthermore, 
tests show that with the Quadro Bandage tech- 
nique greater cast strength is obtained. These 
tests bear out the clinical experience of many 
hospitals that Curity Quadro Bandages are not 
only the most economical but also the most 
effective made. They are easy to handle and 
they require “no wringing out” and they “do 
not telescope.” Let your staff make an actual 
comparison. Write a trial order. 


LEWIS MANUFACTURING CO. 
Division of THE KENDALL COMPANY, Walpole, Mass. 
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HOSPITAL-MADE 


QUADRO 


QUADRO and “loose-plaster” bandages were immersed, carefully removed, and 

photographed. . . . The photomicrographs above show clearly the greater ~wet- 

plaster load” of the QUADRO Bandage — by laboratory test, 25% more plaster 
delivered to the cast. 





























MISERICORDIA HOSPITAL, NEW YORK CITY 

The Golden Jubilee of Misericordia Hospital, New York 
City, is commemorated by the publication of a special book- 
let. The Sisters of Misericorde of Montreal arrived in New 
York in 1887, Sister St. Stanislaus being the first Superior. 
The Reverend John McQuirk assisted in the founding of 
Misericordia Hospital, its humble beginning taking place in 
a wooden house located at 523 East 86th Street, New York 
City. 

The souvenir booklet records the activities incident to the 
development of the present Misericordia Hospital. The mem- 
bers of the medical staff, of the administrative staff, and 
various other groups interested in the conduct of the hos- 
pital are also included. Departmental activities in the form 
of reports, and graphically told, constitute a part of this 
Golden Jubilee souvenir. 

The Sisters record their tribute to the physicians of Miseri- 
cordia Hospital and attribute not a small degree of the suc- 
cess of the hospital to the unfailing and devoted interest 
of the medical staff. 

The school of nursing, likewise, receives mention. Its his- 
tory is told briefly and the graduates of the school, beginning 
with the year 1913, appear in the roster. 

Sister Marie Immaculate Conception, the first Treasurer 
of the Catholic Hospital Association, is the present Superior 
and Superintendent of the hospital. Sister Marie is widely 
known in Catholic hospital circles and in non-Catholic hos- 
pital circles for her interest in the advancement of hospital 
administration and for the improvement in hospital service. 

The Sisters of Misericorde are to be congratulated upon 
this record of service at Misericordia Hospital. 


ST. VINCENT’S HOSPITAL, NEW YORK CITY 


The 87th Annual Report for the year ending December 
31, 1936, for St. Vincent’s Hospital, in the City of New 
York, adds another chapter to the many which have pre- 
ceded it. This hospital. the oldest Catholic hospital in New 
York City, was founded in 1849 before the Civil War and at 
a time when conditions differed much from the social con- 
ditions of the present day. 

In the report of the Superintendent, Sister Marie Stephen, 
special mention is directed toward the service of the newly 
developed agency known as the Associated Hospital Service 
of New York. Reference is made, too, to the program of the 
repairs and improvements and to the replacements of equip- 
ment. The redecoration of the chapel was also mentioned. 
The extension of the services of the out-patient department 
is referred to by Sister. An increasing volume of activity 
in this department necessitated these additions. 

Sister Stephen also acknowledges the indebtedness of the 
Sisters to the medical staff of the hospital. She offers sincere 
thanks to the members of the Ladies Auxiliary and to their 
many friends who have, throughout the year, so kindly and 
generously assisted. 


UNITED HOSPITAL FUND OF NEW YORK 


The 1937 report — The Fifty-Eighth Annual Year Book — 
has just recently been published. This annual report con- 























tains, in addition to specific statements concerning various 
activities of the United Fund, a very detailed presentation 
of the statistical and financial information relating to its mem- 
ber hospitals for the year ending December 31, 1936. 

Inasmuch as the United Hospital Fund has been operating 
for many years and has focused not an inconsiderable ef- 
fort upon the collection and presentation of financial and 
statistical facts concerning hospitals, this year’s presenta- 
tion adds another record to the work of fund-raising agen- 
cies in the hospital field. These statistics and financial data 
deal with in-patient services as well as out-patient services, 
including the revenue of the various hospitals, as well as 
an analysis of the cost of operation, especially arranged to 
indicate the costs of private, semiprivate, ward patients, and 
out-patient visits. 

The officers of the participating hospitals, as well as the 
staff of the United Hospital Fund, are to be congratulated 
on such a report as this, for there is abundant evidence of 
considerable activity which is seldom found in cases requir- 
ing such a large degree of co-operation on detailed and mem- 
ber statistics. 

Arkansas 

Municipal Hospital Planned. The city of Clarksville will 
have a new $45,000 municipal hospital to be leased to an 
order of Catholic Sisters. According to the plans of the 
architect, the structure will be two stories high, 41 feet wide 
and 92 feet long, and will have part basement. It will be 
built on a site donated by citizens. On the first floor of the 
building will be the office, two nurses’ bedrooms with bath, 
chapel, kitchen, dining room, three patients’ rooms, a four- 
bed ward, linen, utility, and emergency rooms, bath and 
toilets, and a porte-cochere ambulance entrance at the rear 
which will be accessible to the elevator. The second floor will 
consist of the major operating room, delivery or minor op- 
erating room, doctors’ scrub-up room, sterilizer and nurses’ 
workrooms, nurses’ and doctors’ washrooms, X-ray and 
dark rooms, three patients’ rooms, two four-bed wards, and 
a screened porch over the porte-cochere. The hospital will 
be heated by a hot-water system. The building will be con- 
structed as a PWA project with a loan of $25,000 and a di- 
rect grant of $20,474 from the government. Bonds will be 
issued to retire the $25,000, and a small millage tax has al- 
ready been favorably voted upon by the local people. 

Arizona 

St. Joseph’s Ranks High. St. Joseph’s Hospital in Phoenix, 
operated by the Sisters of Mercy, is ranked as one of the 
finest institutions of its kind in the West. The X-ray de- 
partment has been equipped with $7,000 worth of new shock- 
proof X-ray equipment and a modern fracture room with 
a special fracture table. The hospital also has a new room 
for its medical records and files, a 24-hour observation ward 
in the children’s department, and improvements in its kitchen. 
The emergency room, which is adjacent to the X-ray depart- 


ment, was enlarged recently. 
Florida 
22 Years of Service. Pensacola Hospital in Pensacola has 


serving the sick since 1915 and improving its equip- 


(Continued on page 18A) 
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Antiseptic Treatment of Infections of 


the Upper Respiratory Tract 


ECAUSE of its non-toxic 

and non-irritating proper- 
ties combined with high germi- 
cidal activity, Hexylresorcinol 
Solution S.T. 37 is especially 
indicated in the treatment of 
infections of the upper respira- 
tory tract. 

This outstanding germicidal 
agent should be employed in 
the nasopharynx full strength 
as a topical application or in 
dilution as a spray. Where it is 
desired to apply an antiseptic 
to the pharynx, larynx and 


diluted with an equal part of 
warm water is especially in- 
dicated. 

Should an antiseptic irrigat- 
ing solution be desired in infec- 
tions of the nasopharyngeal 
region, a dilution of one part 
Hexylresorcinol Solution S.T.37 
with two to four parts of warm 
water is suggested. 
Hexylresorcinol Solution | *EXyERESORCING. 
S.T. 37 [1:1000 Solution of OLUTION $13 
Caprokol (Hexylresorcinol, 4 fot » # 
S&D)] is supplied in conven- , “ee 
ient five-ounce and _ twelve- Ateresarvie 
ounce bottles. 





trachea, a spray of the Solution 


@ “For the Conservation of Life” 


PHILADELPHIA BALTIMORE 





SHARP & DOHME 


Pharmaceuticals —Mulford Biologicals 
MONTREAL 
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(Continued from page 16A) 
ment continuously. The hospital is the result of the late 
Bishop Allen’s contribution of a three-block plot of ground 
for a hospital building in 1914, after which physicians and 
a number of prominent local citizens formed the Pensacola 
Hospital Association and pledged $10,000 toward the pro- 
posed building. In August, 1914, ground was broken for the 
building and in October the cornerstone was laid; in August, 
1915, the hospital was dedicated. Bishop Allen secured the 
Sisters of Charity of St. Vincent de Paul to care for the pa- 
tients. Through the years, the staff has worked hard to 
make Pensacola Hospital a marked institution; in 1927 it 
became recognized as a Class A hospital by the American 
College of Surgeons. More than 40,000 patients have been 
treated since its opening, many of whom were charity cases; 
144 nurses have been graduated from its school of nursing. 

Memorial Presented. At the November meeting of the 
medical staff of St. Joseph’s Hospital, Tampa, an engraved 
plaque was presented as a memorial to the deceased mem- 
bers of the staff. Its inscription reads: “In remembrance of 
those whose noble service and fine leadership we shall miss 
as we carry on the work to which their lives were dedi- 
cated.” 

Included in the program for the evening was a talk by 
Dr. H. Mason Smith, psychiatrist, on the subject “Hyper- 
glycemia and Metrozol Therapy.” 

Illinois 

Sodality Officers Elected. The regular business meeting 
of the nurses’ Sodality of St. Anthony’s Hospital School 
of Nursing, Rock Island, was held on November 3. Miss 
Aileen Brandenberg of Red River, N. M., was elected prefect. 
Rev. Francis Blecke, director of the Sodality and hospital 
chaplain, addressed the sodalists on the study-club program. 
Two study-club groups have been organized to study re- 
ligion; there also will be a question box. 


On November 11, the probationers were initiated at a fall 
party given by the junior nurses in the auditorium. The 
program following the initiation included games, dancing, 
and refreshments. 

Indiana 

New X-Ray Course Started. The X-ray department of 
St. Catherine’s Hospital, East Chicago, has opened a new 
class in X-ray technique. The course is open to high-school 
graduates, male and female. A certificate will be given to 
those who complete the one-year course; those who com- 
plete the two-year course will be registered and will be 
eligible to receive a salary in the field. 

New Nurses’ Sorority Gives Recital. The new Sigma Phi 
sorority of St. Joseph Hospital School of Nursing, South 
Bend, organized by 40 members of the freshman class, gave a 
musical recital in the nurses’ dining room. The hospital Sisters 
(Sisters of the Poor Handmaids of Jesus Christ), Rev. William 
Atwater, hospital chaplain, Miss Agnes L. Collins, principal 
of the school of nursing, and Rev. Lawrence T. Grothouse, 
assistant pastor of St. Joseph’s Church, were honor guests. 

St. Joseph’s News. St. Joseph’s Hospital School of Nursing, 
Fort Wayne, has progressed rapidly since its institution in 
1918. It has three classrooms, demonstration and laboratory 
rooms, and every modern means for the better education 
and convenience of the students. The first graduating class 
numbered seven lay students and six Sisters; this year’s class 
comprised 26 lay students and two Sisters. Educational films 
from various agencies are shown to the student body. The 
Oblate Fathers of Ligonier are giving a series of lectures on 
each Thursday before the First Friday of the month. Two 
discourses are given on these days, one at 12:30 p.m. and 
the other at 7:15 p.m. The Catholic students’ attendance 
is compulsory. 

Nurses Invested in Local Sodality. Members of the Terre 

(Continued on page 20A) 
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“A balance of qualities...” 


NEW types and varieties of sutures are 
constantly needed to meet advances in 
surgery, but the fundamentals of suture 
dependability remain unchanged. 

Sutures still should be not only easy to 
handle but correct in every phase of be- 
havior. No single feature nor point of 
merit can accomplish this . . . it demands 
a combination of various qualities. 

Therefore, in every new product and in 


every development by our scientific staff 


the first concern is a proper ratio of vital 
characteristics. 

The special feature of each product is 
developed to the highest degree, but always 
with due regard to other qualities equally 
essential to correct function. 

This policy, which involves the annual 
consumption of more than 250,000 tubes 
in experimental work and tests, gives as- 
surance that D & G Sutures invariably pos- 


sess the correct balance of qualities. 


DAVIS & GECK, INC. ~ ~ BROOKLYN, NEW YORK, U. S.A. 
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Available in Portable, Stand, Cart and 
Electrically Warmed Bassinet Models. 
Send for literature giving prices and 


detailed descriptions. 
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“Pretty close call, Jim, but 
you re here .. . thanks to the 


HEIDBRINK RESUSCITATOR 
AND INHALER.” 





The New HEIDBRINK RESUSCITATOR AND 
INHALER, Kreiselman Model, is playing 
‘front and center’’ in many emergencies 
where prompt, safe and convenient adminis- 
tration of resuscitative gases to still-born in- 
fants, and patients whose breathing has 
ceased or is depressed, means the saving of 
a life. 


Careful research and scientific study plus 
accurate and dependable quality built into 
all HEIDBRINK apparatus, has given the 
profession another recognized standard of 
excellence .. . THE HEIDBRINK RESUSCI- 
TATOR AND INHALER. 


THE HEIDBRINK COMPANY 


Minneapolis, 


Minnesota 





(Continued from page 18A) 
Haute Chapter of the N.C.F.N. met at St. Anthony’s Hos- 
pital yesterday to attend the investiture of twelve student 
nurses in the Nurses’ Sodality of the Blessed Virgin Mary, 
“Our Lady of the Visitation.” There were about eighty 
nurses assembled in the hospital chapel at 2:00 p.m. Rev. 
Pascal Murray, O.M.C., pastor of St. Joseph’s parish, gave 
the inspiring sermon, an appeal to these nurses to understand 
fully their calling and to recognize the need for practicing 


Christian ideals in their profession. The investiture of the 
sodalists followed with benediction of the Blessed Sacrament 
and the Te Deum. Rev. Lambert Weishaar, chaplain of the 
hospital, officiated, with Sisters and nurses forming the choir. 

The annual silver tea which followed was sponsored by 
the senior students in honor of the members of the Terre 
Haute Chapter of the N.C.F.N. Miss Agnes Homrich, science 
instructor of nurses, as official hostess, poured, assisted by 
Miss Ruth Bransted, dietitian of the hospital. A musical 
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program in keeping with the Chrtstmas spirit was given by 
several of the nurses during the tea, forming a delightful 
obligato to tinkle of spoons and pleasant teacup talk. 
Kansas 

Catholic Librarians Meet. On November 20, Catholic li- 
brarians of hospitals, colleges, high schools, and public li- 
braries met in a regional conference of the Catholic Li- 
brary Association at Mt. St. Scholastica College, Atchison. 
Sister Anthony Payne, O.S.B., head of the biology depart- 
ment at Mt. St. Scholastica’s, was acting chairman of the 
hospital round table. Sister Rose Victor of The St. Mary 
College, Leavenworth, was acting secretary. Miss Cecilia 
Burke, R.N., briefly reviewed the founding of the hospital 
section as a separate unit in the Catholic Library Associa- 
tion last February at St. Louis, Mo. Among the major prob- 
lems discussed at the meeting were: finding space for the 
library; use of second-hand bookshops; book-repair shops; 
traveling libraries for augmenting poorer libraries; rental 
bookshelves; book lists of representative Catholic works; 
and ways of advertising hospital libraries as a means of 
encouraging support. Sister Theresa Vincent, C.S.J., of 
Sabetha’s Hospital, read a paper on “Literature: Its Kind 
and Effects” from the convalescent’s viewpoint. It was 
pointed out that hospital libraries are distinctive in that 
they have two important divisions: the medical library and 
the reading library. The former presents no problems ex- 
cept that of accurate cataloguing; the latter is of primary 
concern for the Association. The greatest need of hospital 
libraries is that of full-time librarians; the second great need 
is for trained assistants. The use of a library on wheels for 
the hospital was one of the best suggestions made for in- 
creasing the reading of good literature in the hospital. Sis- 
ter Mary Maurice, O.P., of St. Rose Hospital, Great Bend, 
was elected chairman of the spring meeting. 


Kentucky 
Addition to Hospital Planned. SS. Mary and Elizabeth 
Hospital, Louisville, operated by the Sisters of Charity of 
Nazareth, is planning a $125,000 four-story addition. The 
first floor will be 52 by 200 feet and will contain a com- 
plete new obstetrical department, including 19 rooms with 
adjoining toilets, two large delivery rooms, sterilizing rgom, 
emergency room, and utility room. The second and third 
floors will each have five bedrooms, treatment .rooms, and 
utility rooms. The fourth floor will be an extension to the 
present operating department, including two large operating 
rooms, sterilizing room, scrub-up room, instrument room, 
physicians’ locker room, and linen room. The original hos- 
pital was erected in 1874 by Mr. William Shakespeare Cald- 
well as a memorial to his wife, Mrs. Mary Elizabeth Breckin- 
ridge Caldwell, a graduate of Nazareth Academy, and for 
this reason Mr. Caldwell requested that the order of the 
Sisters of Charity of Nazareth be placed in charge of it. 
Maine 
Hospital Class Initiated. Initiation ceremonies for Queen's 
Hospital School of Nursing freshman class, Portland, were 
held in the nurses’ home. The class consists of 13 mem- 
bers. 
Maryland 
Nurses’ C.S.M.C. Unit Meets. The Mother Seton College 
Unit of the Catholic Students Mission Crusade, Alleghany 
Hospital School of Nursing, Cumberland, recently held its 
first meeting of the new year. Nine new members were en- 
rolled and new officers were elected. 
Michigan 
Annual Memorial Mass Celebrated. The annual memoria! 
Mass for the deceased alumnae members of Providence Hos- 
(Continyed on page 22A) 
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(Continued from page 21A) 
pital School of Nursing, Detroit, was celebrated in the hos- 
pital chapel. Breakfast was served after Mass. 

Graduate Nurses Make Retreat. Graduate nurses of De- 
troit.made a closed retreat in Mt. Mary Retreat House for 
Laywomen on November 27 and 28. The spiritual exercises 
were conducted by Rev. Frederick T. Hoeger, C.S.Sp., pastor 
of St. Mary’s Church. 

Minnesota 

Archbishop Praises Nursing Profession. More than 200 
nurses were present at the annual Mass and breakfast meet- 
ing of the Catholic Federation of Nurses and St. Mary’s 
Nurses’ Alumnae Association, which took place in St. Mary’s 
Hospital, Minneapolis. Very Rev. James M. Reardon, pastor 
of the Basilica of St. Mary, celebrated holy Mass in the 
hospital chapel; Miss Kathryn McGovern was acting chair- 
man of the program during the meeting which followed; and 
Miss Essie Quinn, president of the alumnae association, pre- 
sided at the breakfast. Most Rev. John Gregory Murray, 
archbishop of St. Paul, in commending the nursing profession 
for its service to humanity explained that “teaching and 
nursing orders of women carry on the works developed un- 
der the spirit of St. Vincent de Paul, who gave to the mod- 
ern world not only the exemplification of ideal charity, but 
also set up organizations to carry on those works to enhance 
the life of God in the souls of men and to bring the peace 
and comfort which Christ alone can give. 

“The nursing profession,” he said, “is more preoccupied 
with its service to others than with the compensation men 
give to it. You are, and must continue to be, primarily 
organized to make your service more constructive; to de- 








~] Asarule people do not seek opportunities 

__. to go to the hospital. But if, to their 
some tis foreknowledge of the hospital’s scientific 
care and efficiency, there is added the 
impression of warm friendliness and 
homelike comfort which attractive, color- 
ful and tasteful furnishings inevitably 
give, patients will be less reluctant to 
enter, less eager to leave. 
HILL-ROM build furniture for hospitals 
and institutions exclusively, yet their 
dominant purpose and practice are to 
add Beauty to Utility. HILL-ROM 
furniture—designed by artists, fabri- 
cated from superior materials by master 
craftsmen, colorful, finished in exquisite 
woods—is proving in hospitals all over 
the country that it pays to “bring the 
home into the hospital.’’ 
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velop a type of personality that will become a vehicle for the 
exercise of a divine life, for the exercise of a divine mercy, 
and for the amelioration of suffering. . . You are not to 
be prompted by the profit or price motive but by a con- 
structive program that will intensify the perfection of your 
own personality and extend the influence of your profes- 
sion and add strength to the community of which you are 
an integral part, for without the nursing profession there 
would be great restriction on the usefulness of the medical 
profession and no possibility ot a hospitalization program. 
Your work must be dominated by love, for there is no hu- 
man being spontaneously disposed to give justice to his fel- 
low man unless he is dominated by the spirit of love. No 
human force can exact from any human being the full 
measure of justice that one human being owes to another, 
and the only process whereby human society can be made 
secure is by the love that seeks an outlet in charity to 
fellow men. As this charity was so selflessly dispensed by 
Guilds of old, so today it must be dispensed by you in the 
exercise of a charity which is so Christlike that it will ex- 
tend to all members of society no matter what their con- 
dition or lot in life may be.” 
Nebraska 

Iowa-Nebraska Catholic Hospital Conference Held. On 
December 2 and 3, the Iowa and Nebraska Catholic Hospital 
Conference was held in Fontenelle Hotel, Omaha. The con- 
ference opened with a pontifical high Mass celebrated by 
Rt. Rev. James Hugh Ryan, bishop of Omaha, in St. Mary 
Magdalene’s Church. Registration for hospital delegates and 
a business meeting followed. The afternoon session was pre- 


(Continued on page 25A) 














December, 1937 


A (Continued from page 22A) 
sided over by Rev. J. J. McInerny, S.J., M.S., M.A., regent 
of Creighton University Schools of Medicine, Dentistry, 
Pharmacy, and dean of the School of Nursing, Omaha. The 
morning session on- December 3 was led by Dr. Frederick 
J. Langdon, A.M., F.A.C.S., associate professor of surgery, 
and the afternoon session was conducted by Sister M. Kevin, 
R.S.M., R.N., M.A., president of the conference. Rev. 


Alphonse M. Schwitalla, S.J., president of the Catholic Hos- | 
pital Association, addressed the Friday morning session on | 


“Administrative Problems.” Presentation of new officers 
closed the conference. 
New York 

Hospital News Bulletin, The literary activities of St. Vin- 
cent’s Hospital, New York City, have been again resumed 
with publication in an entirely new format of the St. Vincent’s 
Hospital News Bulletin. The activities of the school of 
nursing, of the various departments, the service rendered 
and the many other considerations occurring in a large hos- 


pital are included in this bulletin. The election of officers | 
of the medical staff is recorded also. Doctors Edward R. | 
Maloney, Wallace Krugler, and George R. Stuart will take | 


offices on January 1, 1938, as president, vice-president, and 


secretary respectively. The calendar of various staff confer- 


ences is also included. 


Annual Party Held. On November 24, the fifth annual | 
dinner-dance of Lourdes Hospital Guild, Binghamton, was | 


held in Arlington Hotel. Rev. J. James Bannon, director of 
charities in the diocese of Syracuse, was the principal speaker. 
Mrs. Edward J. Moran, president of the guild, presided. 

Hospital Addition Completed. The new auto and private 
pavilion entrances of St. Mary’s Hospital, Brooklyn, have 
been completed. The auto entrance is being used for pa- 
tients who are brought in by private ambulances requiring 
a stretcher or wheel chair; the private pavilion entrance 
brings the patient and visitors directly into the hospital 
from the sidewalk. A receptionist is on hand to direct and 
take care of the patients entering the hospital. The hospital 
has also been furnished with a modern lobby with bright 
terrazzo floors and marble walls. 

Leper Asylum Destroyed. Maryknoll’s (Ossining) new leper 
asylum under construction at Ngai Moon, South China, was 
razed recently by a typhoon. According to word received at 
the mother house, every workman’s shed was demolished, 
the pier was destroyed, one ward was made roofless, and an- 
other building was razed to its foundation. 

Farm Products Contributed. The annual contribution of 
farm products to Good Samaritan Hospital, Suffern, was 
made during the period from November 21 to 25. All com- 
munities served by Good Samaritan Hospital contributed. 
Mr. James J. Healy, business manager of the hospital, ap- 
pealed to the public to make this a banner year to help 
keep the food budget down so that the money could be 
used toward the new 79-bed structure, which will be com- 
pleted about June 1, 1938. 

Nurses Make Three-Day Retreat. Rev. Cyril F. Meyer, 
C.M., of St. John’s University in Brooklyn, conducted a 
three-day retreat for the personnel of St. Mary’s Maternity 
Hospital, Syracuse. 

During the retreat a graduation ceremony was conducted 
in the hospital chapel for nine senior nurses. The retreat- 
master delivered the commencement address and presented 
the diplomas. 

President of C.H.A. Speaks. Rev. Alphonse M. Schwitalla, 
S.J., addressed a public dinner gathering in the Hotel Syra- 
cuse in Syracuse, which was held under the auspices of the 
social-hygiene committee of the Onondaga Health Associa- 
tion. Father Schwitalla emphasized the necessity of paying 
due consideration to the moral issues in the medical handling 
of syphilis as well as in the marriage question. Other speak- 
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i Will Ross trade-mark is founded on 
actually doing what it signifies. 


Meeting the physical needs of hospitals with 
speed and certainty is a vital factor in insuring 


prompt, unerring care of the sick in the hospitals. 


To do full justice to its function as a dependable 
source for hospital necessities, a supply house 
must maintain complete and adequate stocks of 
everything that might be needed by the hospital 
at any time ... and the Will Ross Catalog lists 


more than 6,000 such items. 


To maintain such complete and adequate stocks, 
an adequate physical set-up is necessary. Will 
Ross floor space permits highly systematized, 
orderly arrangement of all merchandise... every 
item under perpetual inventory control which 


provides protection against stock depletion. 


And in the final analysis, to take full advantage 
of adequate stocks and an adequate physical 
set-up, an ideal-conscious, thoroughly trained 
and experienced personnel in all departments is 
vital—from the order desk to the shipping desk. 
It is because the Will Ross Organization oper- 
ates on this plan that all orders go forward 


with Speed and Certainty. 







If for any reason you have not yet received your 
copy of the new Will Ross catalog, please tell us 
so we can send you another. In it you will find 
“everything for the hospital but food and drugs”. 


WILL ROSS, 


WHOLESALE HOSPITAL SUPPLIES - Milwaukee, Wis. 
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NOW 
PROBATIONER, 
NO 
PUSSYFOOTING 
-WHAT IS THE 
FIRST RULE 
OF CORRECT 
BED MAKING? 


gives them extra durability. 


are becoming increasingly popular, too. 
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Two sound rules of bed-making are to use the 108-inch length 
and specify UTICAS. UTICA sheets exceed U. S. Government 
specifications for highest grade muslin. Their longer fibre cotton 
Another hospital-tested sheet is the 
MOHAWK brand—also made from a longer fibre cotton—but 
slightly lighter in weight and lower in price. The distinctive weave 
assures long life and perfect laundering. Utica and Mohawk Cotton 
Mills, Inc., Utica, N. Y. Selling Agents: Taylor, Clapp & Beall, 55 
Worth Street, New York City. P. S—Utica KRINKLE SPREADS 


Sample on _ request. 
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BORN WITH 





UTICA Sheets 
MOHAWK Sheets 


Approved by the American College of Surgeons 











ers included in the program were Dr. Ray Lyman Wilbur, 
president of Stanford University, and Edward S. Godfrey, 
state health commissioner. The importance of early diagnosis 
and prompt and thorough medical treatment of spyhilitics 
was especially stressed by the speakers; the fact that syphilis 
can be cured and that it can also easily be rendered non- 
infectious was well emphasized. 

In the afternoon, Father Schwitalla attended the dedica- 
tion ceremony of the new $850,000 Syracuse Medical Col- 
lege building. 

Ohio 

Hospitals Remembered in Non-Catholic’s Will. The late 
Miss Emma Grautman, a non-Catholic of Cincinnati, 
stowed $3,000 apiece to St. Mary’s and St. Francis’ Hos- 
pitals of Cincinnati. In her charity, Miss Grautman willed 
approximately $70,000 to 13 institutions in the city. 

Donation Days Held. During: the week of December 6, 
St. Anthony’s Aid Society of St. Francis’ Hospital, Cin- 
cinnati, held its annual St. Nicholas’ donation days for the 
benefit of the hospital. 

Nurses’ Alumnae Association Meets. The Nurses’ Alumnae 
Association of Good Samaritan Hospital, Cincinnati, held 
its regular monthly meeting on October 31. Miss Winifred 
Culbertson, R.N., spoke on the highlights of the conven- 
tion of the International Council of Nurses held in Lon- 
don, England, in June. 

Thanksgiving Social Held. On November 24, the junior 
class of St. John’s Hospital School of Nursing, Cleveland, 
held a Thanksgiving social in the Hotel Cleveland. 

Senior Students Addressed. Miss Ethel Osborne, director 
of nursing service in the public schools of Cleveland, ad- 
dressed the senior students of St. Alexis Hospital School of 
Nursing, Cleveland, on the subject of school nursing. 
Miss Sara McLeod of the budgeting department of the 


be- 





Society for Savings, and Mr. Irving Lear of the Travelers 
Insurance Company, talked to the students on budgeting 
and types of insurance. 

Thanksgiving Dance Held. The junior class of Good 
Samaritan Hospital School of Nursing, Dayton, sponsored 
a Thanksgiving dance at the nurses’ home on November 19. 

Students Present Minstrel. The class of 1940 of Mercy 
Hospital School of Nursing, Hamilton, presented a minstrel 


entitled “The Problems on Parade” in the nurses’ audi- 
torium. 
Pennsylvania 
Emergency Lighting System Installed. The Sisters of 


St. Francis, who own and operate St. Joseph’s Hospital, Read- 
ing, recently improved the facilities of the hospital by in- 
stalling an emergency lighting plant. Approval of the Penn- 
sylvania Department of Labor and industry on the installa- 
tion of the equipment has been given and details concern- 
ing the system, which cost about $4,000, appeared in the 
Reading Times. This hospital has a capacity of 180 beds and 
25 bassinets; it offers all modern conveniences and con- 
ducts a well-equipped school of nursing for male and fe- 
male students. It is approved by the American College of 
Surgeons and by the Pennsylvania State Board of Medical 
Education and Licensure for Interns. A Davis Bovie electro- 
surgical knife has been added to the surgery division. 
League of Nursing Education Meets. District No. 3, Penn- 
sylvania League of Nursing Education met in Moses Tay- 
lor Hospital, Scranton. Miss Sarah Krewson of Wilkes- 
Barre General Hospital, retiring president, presided. A 
symposium on “The Use and Care of Oxygen” was pre- 
sented by six intermediate nurses of the hospital. Sister 
Mary Marcina of St. Mary’s Mater Misericordia Hos- 
pital, Scranton, was elected president. A tour through the 


(Continued on page 28A) 
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O need to discuss with you ultraviolet’s 

therapeutic advantages; you KNOW what 
this beneficial radiation accomplishes in treat- 
ment of many conditions which you meet 
daily — rickets, erysipelas, varicose ulcers, 
secondary anemia. 

You KNOW too that ownership of a de- 
pendable, efficient, ultraviolet lamp would be 
a WORTH-WHILE INVESTMENT if such a 
lamp was purchased at a fair price and on 
reasonable terms. THERE IS SUCH AN AP- 
PARATUS—an entirely new product. It is the 
G-E Model “F” Quartz-Mercury Lamp, lower 
in price but BETTER in every way; better 
from the viewpoint of both physician and pa- 
tient. Certainly it merits YOUR consideration. 

Won’t you mail the handy coupon — today? 
You will learn from interesting booklets which 
we'll send, what a splendid lamp this is and 


how much it would mean to YOU to own it. 


po=<-=-NO OBLIGATION ==-=-==4 


GENERAL ELECTRIC 
X- RAY CORPORATION 


Dept. F312, 2012 Jackson Blvd., Chicago, III. 


Please send me the booklets dealing with ultraviolet 


and the G-E Model “F” Lamp. 
EE See ee eT ae cee 
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THE GORHAM COMPANY 
HOSPITAL DIVISION 
Chicago 
10 S. Wabash Ave. 


San Francisco 
972 Mission St. 


New York 
6 West 48th St. 





for Ideal 
Instruction 


MODEL 2000 
a 


The female torso 
illustrated is one of 
our ‘'Durable"’ 
Models. It is com- 
pletely dissectible 
with accurate ana- 
tomical details .. . 
making it ideal for 
instruction and 
demonstration. 

Life size... it is 
made of a specially 
prepared substance 
which will not crack, 
chip, peel and is 
practically unbreak- 
able. ‘Durable’ 
Models are washable, the colorings being definite and lasting. 
Schools will find us headquarters for Nursing Equipment, Charts, 
Models, Anatomical Phantoms, Cabinets, Manikins, Dolls, Skel- 
etons, Skulls and various equipment for instruction, illustration 
or demonstration. Complete catalogs are available upon request. 


* (On “ import duty free’’ basis, no extra charge for 


packing, etc. F.O.B. New York or Los Angeles) 
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hospital followed the meeting and tea was served in the 
nurses’ home with members of the student council as 
hostesses. 
Rhode Island 

Has Newest Cancer Equipment. St. Joseph’s Hospital, 
Providence, is the first institution in the world to possess 
new X-ray equipment designed in accordance with recent 
discoveries in the study of cancer treatment. Most Rev. 
Francis P. Keough, bishop of Providence, blessed the equip- 
ment. 





South Carolina 
Hospital’s Cornerstone Laid. Many prominent civil and 
| ecclesiastical persons took part in the dedication ceremony 
| of the new Providence Hospital, Columbia. Most Rev. Em- 
| met M. Walsh, D.D., bishop of the diocese of Charleston, 
presided. The Sisters of Charity of St. Augustine (Cleve- 
land, Ohio) have been appointed to care for the sick. Speak- 
ers on the program besides Bishop Walsh were: Governor 
Olin D. Johnston; Mayor L. B. Owens; Rt. Rev. Msgr. 
John B. Treacy of Cleveland, Ohio; Very Rev. Msgr. Vin- 
cent Balmat, S.T.D., secretary to Most Rev. James A. 
McFadden, auxiliary bishop of Cleveland; Mr. James H. 
Hammond, president of the Columbia Chamber of Com- 
merce; and Mr. Christie Benet, an attorney. The Colum- 

bia High School band played. 

Bishop Walsh said in his address: “This ceremony sig- 
nalizes the progress of a project of which I have dreamed and 
for which I have labored for more than a year. In our works 
of mercy and religion we dedicate ourselves to relief, edu- 
cation, and culture. We are inspired because human beings 
are creatures of God. They have union with God as eternal 
destiny. An eternal companionship with God is the inspira- 
tion of true Christian charity. This brings these Sisters of 
Charity here. They have come to serve us and to give their 
lives for the sick. These good Sisters have come to work 
with the medical profession and citizens of this country.” 

Texas 

Hospital and Convent Blessed. The blessing of Mercy 
Hospital and the Sisters’ home in Liberty was conferred 
by Bishop Byrne of Galveston. Mayor C. A. Miles delivered 
the welcoming address. Mr. and Mrs. C. A. Chambers of 
Liberty donated the hospital. 

Wisconsin 

Hospital Addition Contemplated. An addition to Mercy 
Hospital, Oshkosh, is contemplated by the Sisters of the 
Sorrowful Mother who are in charge. 

Donation Day Successful. The annual hospital donation 
day held on November 20 at St. Mary’s Hospital, Water- 
town, was very successful. The Saturday Club members 
were the sponsors. 

Canada 

Open New Hospital. The new St. Joseph’s Hospital, 
Lestock, Sask., was officially opened on October 19. The 
hospital is operated by the Grey Sisters of the Immaculate 
Conception. 

Uncover Ruins of Catholic Hospital. The Historic Sites 
and Monument Board of Canada has found ruins of a con- 
vent and hospital in Louisburg built over two hundred years 
ago by the Sisters of Charity and priests of the Recollect 
Order from France. The hospital and convent are believed 
to be the first erected in Canada. The buildings, together 
with the town of Louisburg and the wall surrounding it, were 
erected in 1717 by Louis XV of France at a cost of ten 


| million dollars. In 1758, an English force completely de- 


stroyed the entire town. 

Archbishop Inaugurates New Hospital. In a pastoral letter 
to the people of St. John’s on the Feast of Christ the King, 
Archbishop E. P. Roche formally inaugurated the new St. 


(Continued on page 30A) 
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When lights 


fail in a hospital... 


it’s the first 
60 seconds 
that count 


A HOSPITAL, large or small, is one 
building in which never-failing light 
is all-important. Emergency lighting must 
operate with hair-trigger speed. It must 
provide adequate light, not only in operat- 
ing rooms, but in other vital areas as well. 


The new Exide System is designed espe- 
cially for hospitals. It safeguards operat- 
ing lights as well as general illumination 
in operating rooms. It protects anesthesia 
room, sterilizing room, medicine room, 
delivery room and accident dispensary at 
the same time. And it operates instantly 
and automatically upon any interruption of 
the normal electric current supply. 


The utility companies take every pre- 
caution but cannot control the effects of 
storms, floods, fires or street accidents. 
Privately-owned plants, no matter how 
carefully planned and operated, may also 
have interruptions that render Exide emer- 
gency lighting essential. 


The new Exide unit for smaller hospitals 
costs only $265. Larger, 115-volt systems 
are proportionately economical. Why not 
write for free bulletin today? 


THE ELECTRIC STORAGE BATTERY CO., Philadelphia 
The World’s Largest Manufacturers 
of Storage Batteries for Every Purpose 
Exide Batteries of Canada, Limited, Toronto 


Exide 
Keepalite 
EMERGENCY LIGHTING 


SYSTEMS 





See Catalogue 
Pages 571- 
574, Hospital 
Year Book 
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SNOWHITE 


FULL-FOLD CAPES 
featu ze 


* Beautiful Appearance 


* Expert Tailoring to 
individual measurements 


* Choicest water-repellent 
fabrics 


* Ample Protection 
* Few seams 


* Wide color range 


Let us send you the Full-fold 
Cape Catalog, swatches and 
prices. Sample capes avail- 


able to hospitals. 


> Garment Mfg. Co. 


2880 N. 30th Street » Milwaukee, Wisconsin 
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* Hospitals having a low voltage signaling system can 
acquire all the advantages of Holtzer-Cabot Phonacall 

WRITE FOR system—a two way communicating system that con- 
DETAILS serves the time and energy of nurse and patient. Sim- 
TODAY ply install a Phonacall speaker and plug in each pa- 


tient’s room—and at the nurse’s desk, a simplified 


a nurse's control station 
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| Clare’s Mercy Hospital in St. John’s. The present 20-bed 


hospital was opened in 1922 and is under the management 
of the Sisters of Mercy. In stating his reasons for building 
a new hospital, Archbishop Roche said: “There is another 
compelling reason for the establishment of a Catholic hos- 
pital, which will occur at once to every intelligent and well- 
informed Catholic. Not all the theories and practices of mod- 
ern medicine are in harmony with the ethical teaching of 
the Catholic Church. It is not necessary to enlarge on this 
point beyond saying that the safeguarding of certain prin- 
ciples which are, from a Catholic ethical standpoint, vital and 
fundamental, constitutes one of the principal reasons why 
the Religious Hospital is so sedulously fostered and pro- 
moted by the Church.” 

Hospital Adds New Wing. In spring, the staff of Hotel 
Dieu of St. Joseph, Windsor, Ont., expects to open its new 
five-story wing, which costs $200,000. Offices and a few 
private rooms will be located on the first floor; the fifth 
floor will be the children’s ward. The wing will also house 
operating rooms, the X-ray department, and _ laboratories. 
Sisters Noél, Garceau, and Fétreault have received their 
diplomas in nursing education and will begin postgraduate 
study in obstetrics and surgery. 

England 

New Maternity Wing Opened. The Franciscan Nuns of Al- 
dershot have opened the new maternity wing of their Clinic 
Nursing Home, Guilford. 

Minister of Health Lays Cornerstone. Sir Kingsley Wood, 
minister of health, laid the cornerstone of the center for 
rheumatism and arthritis at SS. John and Elizabeth Hos- 
pital, St. John’s Wood, London. Sir James Roberts made a 
donation of 2,100 pounds; 1,000 pounds is the total of three 
other donations, including one from the British Red Cross. 


Hawaii 
Scientists Will Study Leprosy. Dr. George W. McCoy, a 
scientist associated with the National Institute of Public 
Health, is expected to visit the Hawaiian Islands and pos- 


| sibly the Philippines in the near future to further his study 


in leprosy. The priests and Brothers of the Congregation of 
the Sacred Heart and the Sisters of St. Francis who labor 
among the lepers at Kalaupapa anxiously await his visit. At 


| various times the Sisters have furnished valuable data to gov- 


ernment and private physicians who have visited the settle- 
ment while engaged in the study of ways to arrest or eradi- 
cate the disease. 
Malta 

Nuns Will Conduct New General Hospital. An order of 
trained religious will conduct the new general hospital which 
is now being built on the island of Malta. It will cost 500,000 
pounds and will have 536 beds. 


Illinois 
Nun Heroine Passes Away. Sister Mary Isabel, a member 
of the Sisters of Mercy since 1867, died in Chicago at the 
age of 88 years. During the great Chicago fire in 1871, Sister 
Isabel worked night and day in assisting refugees. 
Kansas 
Sisters Exchange Posts. Sister Mary Bertina and Sister 
Mary Agnesina, Sisters of the Sorrowful Mother of the Third 
Order of St. Francis, have exchanged positions as mothers 
superior in their order’s hospitals. Sister Bertina succeeds 
Sister Agnesina as mother superior of St. Francis Hospital, 
Wichita; Sister Agnesina assumes Sister Bertina’s former du- 
ties in St. John’s Hospital, Tulsa, Okla. Sister Bertina is 
familiar with St. Francis Hospital, having had charge of its 
operating room six years ago. 


(Concluded on page 33A) 
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Linde makes freely avail- 
able to hospitals and mem- 
bers of the medical profession j 
up-to-date information on the 
technical and mechanical 
phases of oxygen therapy. A 


new booklet, “Handbook of 





ed Current Practices in Operat- 
ey ing Oxygen Therapy Equip- 
. ment,” is now ready. Also 
: available are reprints of many 
articles on oxygen therapy, 
and a Linde motion picture, 
“Current Practices in Oper- 
ating Oxygen Therapy Equip- 
= ment.” Any Linde office will 


be glad to provide this litera- 
ture or loan the film, without 
obligating you. 








LINDE OXYGEN 


Trade-Mark 





All Linde Oxygen conforms to 
the standards of the United States 
Pharmacopoeia lith Revision 
and all Linde cylinders are 
marked: *:This cylinder contains 
Linde U. 8. P. Oxygen This as 
surance has behind it the facili 


ties and reputation of the world's 
largest producer of oxygen. The 
standard Linde cylinder contains 
220 cubic feet of oxygen (equiva 
lent so 1650 gallons or 6230 liters 


y\NDp THE LINDE AIR PRODUCTS COMPANY 
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MODERNIZE your 
Accounting System for 1938 


Start the new year right... 
adopt an entirely new system 
or revise your present one 


to give you better results. 


This simple, flexible, au- 
thoritative system will solve 


your problems. 


-WARD SY 


YEARS of hospital auditing, research and accounting on the 
I : 8 

part of the authors culminated in this systematized, easy-to- 

follow plan—approved by the A.H.A. and the one described in 

the outstanding reference book “Hospital Organization and 

Management”. The system is flexible, low priced, with no in- 
g - I 


stallation cost. WRITE FOR DETAILS TODAY! 
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Physicians Record Co. We Have « 
The Largest Publishers of STANDARDIZED 
Hospital and Medical Records FORM 
for Every Hospital 


161 W. Harrison St. Chicago, Ill. Pianta 
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MONTGOMERY ELEVATORS 
AND DUMB WAITERS 


Where is quiet, dependable elevator service more nec- 
essary or more appreciated than in a hospital? Mont- 
gomery Self-Leveling Elevators and Electric Dumb 
Waiters give smooth, uninterrupted service. There's a 
noticeable absence of jolts, and cars stop evenly at each 
floor. The original cost is less and they are most eco- 
nomical to operate. Hospitals throughout the country 
report dependable, economical service with Mont- 


gomery Elevators. 


All Types and Sizes of Hospital Elevators 
— Equipped with Latest Safety Devices 
Write for List of Typical Installations 


montgomery 


dLevatoe 





Specialists in Building Elevators for Hospitals 
HOME OFFICE AND FACTORY - - Moline, Illinois 


Branch Offices in Principal Cities 
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BREAST PUMP VALUE 


SanoS HEAVY DUTY 


This new, improved pump is built for perfect, continuous 
operation, with greater durability than any other breast pump 
on the market today. Compare it, feature by feature, with those 
selling for 20 to 25 per cent more. Such details as its new 
aluminum alloy piston, bronze tube cylinder, bronze bushed 
aluminum alloy connecting rod, these superiorities of construc- 
tion mean long, trouble-free operation. The many ball bearings 
assure quiet, smooth running. It is thoroughly aseptic — nothing 
touches milk but sterile glass. 

PRICE: HE-5314—SandS Heavy Duty Breast Pump, complete 
with cord and plug, suction tubing, 2 nipple shields and 
bottle (state type of current).................. $82.50 


4993-88 SHARP & SMITH ST. LOUIS, 
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New York 

Hospital Superior Dies. Mother Marie Emma; R.N., su- 
perior of Mercy Hospital in Hempstead, died in Hospital 
of the Holy Family, Brooklyn. Mother Emma was a re- 
ligious for almost 40 years in the order of the Congregation 
of the Infant Jesus. For the past three years she was in 
charge of Mercy Hospital where her power of leadership be- 
came an incentive for the present drive for funds to erect 
a modern hospital. 

Pharmacy Dean Honored. Dr. James H. Kidder, dean of 
Fordham University College of Pharmacy, New York City, 
has been made a Fellow of the American College of Surgeons. 
He also is assistant attending surgeon in French Hospital, 
City Hospital, and the home for incurables; he has been dean 
of the college of pharmacy since 1932. 

Wisconsin 

Aged Sister Dies. Sister Gertrude Dooling, the oldest Sis- 
ter in St. Mary’s Hospital, Milwaukee, died recently at the 
age of 82 years. She was in the order of the Sisters of 
Charity of St. Vincent de Paul for 65 years; she was a resi- 
dent of Milwaukee for 50 years. 

New Surgical Head Named. Sister Nola has been engaged 
as head of the surgical department of St. Francis Hospital, 
Superior. She was formerly affiliated with St. Joseph Hospital, 
Fort Wayne, Ind. 

The hospital recently installed oxygen equipment for the 
treatment of pneumonia cases. 

District of Columbia 

New Dean Appointed. Sister M. Olivia M. Gowan, O.S.B., 
has been appointed dean of the school of nursing of the 
Catholic University of America, Washington, D. C. 

Canada 

Young Surgeon Honored. Dr. Arthur L. Murphy of Hali- 
fax, N. S., was recently made a Fellow of the American 
College of Surgeons after examinations and a survey of his 
seven years of surgical work. Dr. Murphy is a member of 
the attending staffs of Victoria General Hospital and Hali- 
fax Infirmary. 


SIMPLIFIED STANDARDS FOR GAUZE 

The Standing Committee in charge of Simplified Practice 
Recommendation R133-32, Surgical Dressings, has approved 
a revision of the recommendation, and the Division of Simpli- 
fied Practice of the National Bureau of Standards, has mailed 
copies to all interests for consideration and approval. 

The original recommendation, which was approved at a 
general conference of producers, distributors, and users in 
1931, established nomenclature, sizes, and methods of prepara- 
tion of sponges, abdominal packs, sterile gauze dressings, 
and pads. It was effective from May, 1932. 

The proposed revision, which was prepared in co-opera- 
tion with the Simplification Committees of the American 
Hospital Association and the American College of Surgeons, 
consolidates the several separate tables of the original recom- 
mendation and presents in one tabulation complete informa- 
tion on finished size and ply; kind, construction, and amount 
of gauze to be used; weight of filler, etc., for all dressings. 
The revision eliminates all methods of preparation which 
employ dressing rolls, and recommends, instead, methods em- 
ploying flat, cut pieces of gauze, which in multiples or com- 
binations, can be cut from the standard 36-inch bolt gauze 
without waste. 

The elimination of 4 items and the addition of 5 new 
items, increases the list of gauze dressings from 22 to 23, 
and the addition of a new group of dressings — cotton balls 
— brings the total of items recommended to 29. 

Mimeographed copies of the proposed revision may be 
obtained from the Division of Simplified Practice, National 
Bureau of Standards, Washington, D. C. 


(Concluded from page 30A) 
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PASSWORD for 
Student Nurses 








STANDARD-IZED 
CAPES 


Anything that overcomes the Stu, 





dents’ timidity and inspires con- 
fidence, is valuable to nurse and 
hospital alike. Standard - ized 
Capes give students that profes- 
sional feeling so advantageous to 
quick, sure advancement — and 
important to hospital efficiency 


and prestige. 


Hospital Training 
Schools through- 
out the country 
are equipped with 
Standard-ized 


Capes. 


a 
PROFESSIONAL 


. Sir 
Stan Fe) 
op -9 =) =5— 





Cape will be sent to your hospital 


on approval. Catalog on request. 


The economy of Standard- 


ized Capes is emphasised 

& with long wearing, live 

wool, tailored to individ- 

Standard Apparel Company ual measure by the exclu- 


Menufecturers sive Standard-ized meth- 
od. Comparison is invited. 


5604 Cedar Avenue Cleveland, Ohio 
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THE NURSE PLACEMENT SERVICE Cla ssifi ed Wa nts 


hopes to continue its satisfactory service and successful 
placements for 1938. 


Are you among those planning to change your POSITIONS OPEN 


position in the new year? > - : 
“ lhe Medical Bureau is organized to assist physicians, dentists, gradu 
or | ate nurses, hospital executives, laboratory technicians and dietitians in 


> | Executive or Nursing securing positions: application on request. The Medical Bureau (M. 
ee cae Raves yr. Pod Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 
° 5 peinanianbaadabbaadlibthasa Rese. tabet sat woot 


make every effort to secure even better quali- POSITIONS OPEN 


fied people for staff vacancies than last year? Anesthetisi: 100 bea California hospital; $125, macntenance. No. 
31 Aznoe’s Central Kegistry for Nurses, 30 North Michigan Avenue, 


If so, and you work through the Nurse Placement Service, Chicago. 
your oe will and continued patronage will command our | Dietitian: 00-bed general hospital, Middlewest. Salary open to 
very best efforts in your behalf. 2 

















experienced dietitian. Catholic community. No, 52 Azaoce’s Central 
| Registry for Nurses, 30 North Michigan Avenue, Chicago. 
NURSE PLACEMENT SERVICE General Duty: 100-bed general hospital near Chicago. Requires 
“ ne one with knuwluege of obstetrics; $65-S875, with maintenance de 
Room 51 4, 8 S. Michigan Avenue Chicago, IIlinois pending on experience. No, 33 Aznoe’s Central Registry for Nurses, 
50 North Michigan Avenue, Chicago. 
samsiruccor; Science, 240 bed Hastern hospital, $125, maintenance. 
Ne. 34 Aznoe’s Central Registry for Nurses, 30 North Michigan 
Avenue, Chicago. 


“ 9 Supervisors: (2) Central Supply; 225-bed generai Southern hos 
CAPES y rue ~ pital, training school; $90 monthly. (b) Obstetrical, 150 bed gen 
eral Middlewest. Mu,t have post-graduate training and some 

experience; $80, maintenance with rapid advancement assured 

Foremost in the field of pro- qualified supervisor. Ne, 35 Aznoe’s Central Registry for Nurses, 


s ® 30 North Michigan Avenue, Chicago. 
fessional apparel! BRUCK’S POSITION WANTED 


capes reflect graceful dignity The Medical Bureau has available for appointments a great group of 
d . | All physicians, deutists, huspilal ecxeculives, graduate nurses, lauviator) 
an practica economy. - technicians and dietitians. All credentials have been painstakingly 
. investigated. If you have vacancies on your medical or nursing staffs, 
wool fabrics, expert craftsman- write for biographies of qualified applicants. The Medical Bureau 
ship and custom-tailoring com- (M. Rurneice Larson. Director). 3800 Pittsfield Building, Chicago. 
: L’ Single, experienced man, desires position in hospital as orderly. 
bine to make Bruc S$ capes Address H. 8S. R., Warroad, Minnesota. 
distinctive. NUKSING AND | MEDICAL BUOUKS 
II We have every nursing or medical book published. Books of all publish- 
Your inquiry will receive ers carried in stuck. Lowest prices, prompt service. Write Chicago 
immediate attention. Medical Rook Campony. Chicago. Illinois. 
HOSPITAL AND CLASS PINS 
y 
BRUCK Ss NURSES OUTFITTING co. INC. Pins and rings speciaity tur you, direct trum our lactury. Luw Wwhuie- 
. : . | sale prices. Special designs and catalog on request. We have been 
New York: 387 4th Ave. Chicago: 17 North State St. | manufacturing “Jewelry of the Better Sort” since 1893. J. F. Apple 
Co., Inc., Lancaster, Pa., Dept. H. 
: DIPLOMAS aes Ma 2 
Diplomas—One or a thousand—write for Circular P showin’ forms for 
Nurses and Internes. Ames and Rollinson, 50 Church St., N. Y. City. 


@ FOR HOLY HOUR @ 
Reduce noise and maintenance cost by in- ALONE WITH THEE 


By the Rev. B. J. Murdoch 
stalling permanent floors of Tile-Tex asphalt | Price, $1.50 


tile and Wright rubber tile. Installed by THE BRUCE PUBLISHING CO. - MILWAUKEE 


experienced and skilled mechanics. 
DIPLOMAS 


ANY STYLE, FORM OR SIZE 
Cases and Stock Forms at Low Prices 
Charters and Membership Certificates 

Send for Samples 


MIDLAND DIPLOMA CO. 


840 E. Ovid Ave. Des Moines, la. 


Smooth Rolling . « Easy Swiveling BRANCHES OF THE VINE 


FAULTLESS FLOOR PROTECTION EQUIPMENT F. J. Mahoney, S.J. 
A “vade mecum”’ for religious which provides detailed 
eecte tt. clioeaee monthly program for successfully carrying the inspiring 
Socket and. Ovie- | doctrine of **Christ-in-me”’ into every act and thought. 
tion Brake. } $1.50 
THE BRUCE PUBLISHING COMPANY 
Sertes 2408, Gestes 558, New York Milwaukee Chicago 


Double Ball- oy Rigid Pilate 
Bearing ; af Caster,Rub- 


anee | | wi HEMOGLOBINOMETER-Dare 


Caster. 

































































FLOORS THAT ENDURE 























Write for free literature and information. 


CORNING-DONOHUE, INC. 


204 Frontier Building - - - St. Paul, Minnesota 


























IMPROVED—Restandardized so that normal equals 16 
grams per 100 cc. (average of all findings). All in- 
A Faultless Caster . struments are now supplied with gram scales. Dare 
Sor Every y / Hemoglobinometers are now checked against the Van Slyke 
Hospital Need . ’ j 4 | Oxygen Capacity Method. 
Write for Catalog For sale by all Supply Houses. Ask for descriptive circular. 


FAULTLESS CASTER CORPORATION | RIEKER INSTRUMENT COMP AB a owe arson 9h 


EVANSVILLE, INDIANA Canadian Factory: STRATFORD, ONTARIO 1919-1991 Fairmount Ave 











